MARYLAND STATE DEPARTMENT OF HEALTH 


VISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH vo4u6 


1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 


0. COUNTY, o. ST, ) b. COUNTY , 
YLANI " 
OPED ee 2tass be Cpsrvbl 
b. CITY OR TOWN {If outside corporote limits, write LENGTH OF STAY IN Ib. CITY OR TOWNA IF outside corporote limits, write RURAL ond give nearest fawn) 


R “yap give, > ag fepene woke Yy de ’ / 2 ) a 


d. NAMEWOF HOSPITAL (If nat in hospitat, give street address) e. I$ RESIDENCE 


OR INST)TUTION 4 é a f ON_A FARM? 
Xx Behera int fD Dod Bp st Late ill OL ves Pano 8 


3. NAME OF First Middle st 4. DATE Month 
DECEASED ‘ 


Day 
OF 
[Type or print) OZAe Et fecen/ | Pam Ax 4G 960 


5. SEX 6. COLOR OR RACE | 7. MARRIED NEVER MARRIED [-] | 8, DATE OF BIRTH 9. AGE (In yeast [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
‘ last birthday). | Month; 
‘) ‘I | Days | Hours 
ane (a f-€F|wwowen 1 DivorCcED [J “cf 4 o] / §- og SS. 
10a. USUAL OCCUPATION (Give kind af work dane] 106. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State ar foreign country} 12. CITIZEN OF WHAT COUNTRY? 
during mast af warking life, even if retired) 2 2 Go 
FP Rk es gag fi iB. A 2 ae a 
13. FATHER'S NAME 14. MOTHER'S MAIDENYNAME 
‘e 


eas. Uf wid racy Collf. 


by the funeral 


Yeor 


4 burs after death. Page 4 


¢. 


After this certificate has been signed by the attending physician and campletely filled 


Pages 1 and 2 shauld be 


, crematian, ar remaval, and in any event, within 72 hours after death. 


Aff gla 
1S. WAS DECEASED EVERAN U. $. ARMED FGRCES? |16, SOCIAL SECURITY NO. |17, INFORMANT 
(Yes, no, oF unknown) if yes, give wor or dates of service) 

—- Loon. YP 


1B. CAUSE OF DEATH [Enter only ane couse per liny j i INTERVAL BETWEEN 


ONSET AND DEATH 
PART 1. DEATH WAS CAUSED BY: _— i 
IMMEDIATE CAUSE (o} 


Oe } DUE TO 


Then please remave carban papers. 


Conditions, if ony, which 
gove rise to immediote 

couse (0), stoting the under- ( DUE TO 
lying couse lost. © 


Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o}]19. WAS AUTOPSY 
Yes [] NO, 


——" ~~ — 


a 


MEDICAL CERTIFICATION, 


200. ACCIDENT WAS UNDERLYING=G}=, | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part | o¢ Part Ill af item 1B.) 


OR CONTRIBUTING CJ} CAUSE OF DEATH —, —————— 
(IF EITHER, NOTIFY MEDICAL EXAMINER) — es “= <3 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED 20e. PLACE OF INJURY {Home, form, 1 20F. (City or tawn) (County) (State) 
Hour o. m. While Not while foctory, street, office bldg., etc.) 
19 at work Seat work —F —— 


t 
{ —— 
—._ p.m. ; a 


21.1 certify that_(I) (this hospital) attended the deceased fram.¢-4 YeAD 19.Mf, .to_. ae LE. 19&_*, that {!) (we) last 
sow the dececked alive op Aa-¢ LV_196!, ond that deéth accurred otf44 M, fram the €auses and an the date stated abave. 


22a. SIGNATURE b. Dal 
4 ATTENDING, MED. STAFF SYPNED 
: M.D. | PHYS e pirector C]_ PHYS. () Tie, 
* 22d. ADDRES, 
NAME (Type) 2 vA s 
} ae Ad’ 


23a. BURIAL, C) \ATION, | 23b. DATE THEREOF Hy pwn, ar cot 
DREMOVAL (Specify) 3 i 


ned by the haspital ar attending physician. 


DIRECTOR. 
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TO FUN) 


pte At me [Ete 


(2 RAL DIRECTOR'S SIGNATURE, ZL ADDRESS. > ? 250, REC'D BY REGISTRAR | 2b, REGISTRAR’S SIGNATURE 
ih bs » y Ake? 2 weenie ced Me, pareMAY 1 7°61 a ae 
\ 


page 3 shauld be detached far use as the burial-transit permit. 


the State Board of Health priar ta buri 


zs TOHO 
ic 


=> 
2 


7a 


—— 


lled in by the funeral 


ithin 24 hours after 
papers. Pages 1 and 2 should 


. 


hysician and completery 


in 72 hours after death. 


|, cremation, or removal, and in any ae 


‘ 


TAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be execu! 


ge 4 may be retained by the hospital or attending physician. 


RAL DIRECTOR: After this certificate has been signed by the attending pi 
page 3 should be detached for use as the burial-transit permit. Then please remove carbon 


be filed with the State Dept. of Health prior to burial, 
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>TO F 


TO Hi 
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MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


D4] i. om _CERTIFICATE OF DEATH U5 5407 


1, PLACE OF DEATH 
a, COUNTY Carroll ARYLAND 
M. 


2. USUAL RESIDENCE (Where deceased lived, If Institution: Rasidenca before admission] 


ase Maryland °°" Carroll 


A CITY OR TOWN (If outside corporata limits, wrile RURAL and give nearest town) 


Detour rural 


b. CITY OR TOWN (if outsida corporale limits, = a . LENGTH OF STAY IN 1b 


Detour” "Purar” | lb yrs. 


1S RESIDENCE 
ON A FARM? 


d. NAME OF HOSPITAL OR INSTITUTION (if not in hospilal, give street address) 


| j d. STREET ADDRESS 


le Own Home yes] No |] 
3. NAME OF Fint Middle Last 4. DATE Month a 
DECEASED OF 
Tepe ac ai Charles Wa shington Albaugh | peat May 25 19 661 
5. SEX ~-[6. COLOR OR RACE|7, MARRIED [JKNEVER MARRIED oO [eg OFsRTH ~]9. AGE (In years |IF UNDER 1 YEAR| IF UNDER 24 HRS. 
irthday) |Months) Days | Hours | Min. — 
male white | woowen 1 ___pworceo [] | May 7; 1903 Lie} meal” | oes i 
p= ar SECIRAUON (Give kind of fon 1Db. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (County & State. or foreign country) | 72. CITIZEN OF WHAT COUNTRY? 
jurins of working li even if retire: 
UrhTture” ste are? Owner | Pennsylvania |) Wielsedts 
13. FATHER'S NAME “3 ‘14, MOTHER'S MAIDEN NAME 7 
John William em | Kate Stambaugh 
‘i WAS Pee EVER IN U.S. ARMED FORCES? 16. “SOCIAL SECURITY NO.) 17. INFORMANT Address “Carroll c 
es, or unkown yes give warordatesofservice) 
Ne 162-03-9157 Mrse Daisy I. Albaugh Detour, Md. 
"| 18. CAUSE OF DEATH [Enter only o per line for (a), (b), end (e).) INTERVAL BETWEEN 
| ONSET AND DEATH 


PART |. DEATH WAS CAUSED BY: fy Oth 7 


IMMEDIATE CAUSE (a) Coe zene ei Cloak. Ox en | PPLience 


f )e} DUE TO 4 


Conditions, if eny, which (b} 
gave rise to immadiate cause 


= 


(a), stating the undarlying DUETO 
couse last, [tice 
z PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL "DISEASE CONDITION GIVEN IN PAI 
© ]/20s. ACCIDENT WAS UNDERLYING [] | 2Db. DESCRIBE HOW INJURY OCCURED. (Enler nalure of injury in Part I or Pari Il of item 18.) 2 
e | OR CONTRIBUTING (] CAUSE OF DEATH 
& | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
2 : ——— = —— a 
% |/20c. TIME OF INJURY Month, Day, Yeer | 20d. INJURY OCCURRED | 2De. PLACE OF INJURY (Home, farm, | 2Df. (City or town) (County) (State) 
a Hour a.m. While. Not While factory, street, office bldg., etc.) | 
i Pah a st work [] at work [] f 
. 1 certify that (I) (this hospital) attended the deceased from. Pye 19. 49 to... XNA amet, 194.4 that (1) (we) last 
saw the d , and that death occured 8 “pM, from the oe and on the date stated above. 


22a. SIGNATURE 


4 27b. DATE 
ATTENDIN STAFF Pins 
fe M.p. | PHYS. ax BIRECTOR Oem. O 
4 22d. ADDRESS | 


J.H. Caricofe 118 S. Main St. Union Bridge , ae 


22¢, PHYSICIAN’S 
NAME (Type) 


3d. LOCATION (City, town oF counly) (State) 


Rocky Ridge Fred. Co. Md. 


23s, BURIAL, CREMATION, | 238. DATE THEREOF 


Burtet 5-28~ 61 


23c. NAME OF CEMETERY OR CREMATORY 


Mt. Tabor Cemetery 


25a. REC'D BY REGISTRAR 


oare MAY 9 1 761 


FUNERAL DIRECTOR'S S| E ADDRESS. 


hurmont, Md. 


25b. REGISTRARS SIGNATURE 
Unban & Maus 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 
5416 CERTIFICATE OF DEATH v5408 


. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmission} 
pe Carroll MARYLAND ° STATE Maryland be COUNTY 


b. CITY OR TOWN (IF outside corporote limits, write | c, LENGTH OF STAY IN 1b c. CITY OR TOWN {If outside corporate limits, write RURAL ond give npares! town} 
RURAL ond give neores! town) =, Vy 
— 


Henryton »651 days Baltimore 
d. NAME OF HOSPITAL [If not in hospitol, give street aes) d. STREET ADDRESS e. IS RESIDENCE 
OR INSTITUTION ON A FARM? 
Henryton State Hospital 949 W. Lexin tele 


|. NAME OF First Middle Lost 4. DATE Doy Year 
DECEASED 


OF 
(Type or print) Milton Lee Anderson | DEATH Ma: 1961 


. SEX 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED fff | 8 DATE OF BIRTH 9. AGE (in yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
lost birthday) [Months] Doys | Hours] Min. 
Male Negro |winowt] _—worceo 0) | Sept. 9, 1909 > ALES 
10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country} 12. CITIZEN OF WHAT COUNTRY? 


during most of working life, even if retired) 
adbeine en RAW Exmore, Virginia 


13, FATHER’S NAME 4 L. 14, MOTHER'S MAIDEN NAME 
a te; 
J 


exc 


by the funeral director, 


24 Bours after death. Page 4 


“ 


Pages 1 and 


1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
0 
EADS. ea aes bon ae tae 

| Unknown Milton Anderson - Patient 


No 


18. CAUSE OF DEATH [Enter only one couse per line for (0). (b), ond (c}-] INTERVAL BETWEEN 


PART |. DEATH Was caused ey. Far adv. bilat. cavitary Tbc.-Heart failure 10 years 
3S Oo DUE TO 


Conditions, YF ony, which (o) 

gove rise to immediote 

couse {a), slating the ynder- ( CUETO 

lying couse lost. o 
Fant Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o)[19. WAS AUTOPSY 


yes CJ No [] 


Then please remave carban papers. 


200. ACCIDENT WAS. ae O. 20b. DESCRIBE HOW INJURY OCCURRED. {Enter noture of injury in Port | or Port II of item 1B.) 
OR CONTRIBUTING [] CAUSE OF DI 
(IF EITHER, NOTIFY MEDICAL EXAMINER), 


20c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (Stote) 
Hour 0. m. While Not while foctory, street, office bldg., =) 
pom. 19 at work (7) of work 


21.1 certify that (I) (this haspital) attended the deceased fram 192-90 a May _ By. 19.61, that (1) (we) last 


saw the deceasgf/alive on_ May 8, _ al9: 61, and that death cecureea ot2.2.38, fram the causes and an the date stated abave. 
720. SIGNATURE 22. DATE 


el. fre Gp. Cie, L255 [apgone MED. STAFF 
7c. PHYSICIAN'S a 


cate has been signed by the attending physician and completely fi 


MEDICAL CERTIFICATION 


M.D. | PHYS. 1) __birector €)_ PHYS. 1) 
72d, ADDRESS 


NAME (Type). 


Edgars M. Maéulans, M. D. 


230. BURIAL, ea 23b. DATE THEREOF 
OVA 
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24 FUNFP AL DIRECTOR’ $ se! rE 4 250. REC'D BY REGISTRAR 2Sb. REGISTRARS SIGMATURE 


Pliocene 61) ; Onithut £, Minne 


=< 
ax 


y MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
Ar CERTIFICATE OF DEATH neo. vn. we, UD409 


1 


= es 
% 3 2 1. PLAGE OF DEATH @ USUAL yen (Where deceased lived. If institution: Residence before admission) 
So 1. 
< “7M " 4 ate MARYLAND 8. Be by COUNTY 
ens b. CITY OR TOWN {if outside pram limits, write [c. LENGTH OF STAY IN 1b . CIY 5 TOWN (I ounfide corporate limita write RURAL a give nearest town) 
3 “8 9 Lond give péarest , es * < 
3 a! 44 Libiadafre trae LEI, 
= 22 a. Samer yg not in hoy d. STREET ADDRESS e. 5 eee 
o pel Ps ‘ 
ape a id ate 4F2 < LyLO ves] No EI 
5 
2 e 2 NAME OF ia Middle ‘ lost 4. DATE Month Day Year 
& fy (Type or print) Vietlinn CES 7OVOE MONACO ST | eam 7, 7 '@ 196 / 
oe 
= s 5. SEX 6. COLOR OR RACE | 7. MARRIED NEVER MARRIED [[] | 8. DATE OF BIRTH AGE {In years RTIF UNDER 24 HRS. 
= es ool . Dy 19, ie birthday) — Days Min. 
2 FZL/IAL bi “7 \wiooweo oivorceo [] 10, th 4 Fm. 
i VOg. USUAL OCCUPATION (Give kind of work dane] 10b. KIND OF BUSINESS OR INDUSTRY | 11. roa, {State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
g me rae of working life, eyen if retied 2 . ( ¢ Ps 
3 L wenn z 3 GE S17 
8 13, FAT fe ae 3 14, MOTHER'S MAIDEN NAME 
8 fa 
o - re 
9 WIA) s ee Ae hohe foe DALAL. 
1S, WAS DECEASED EVER IN v. 24 ARMED ee N6,SOCIAL SECURITY NO. |17. INFORMANT : 
e Wey feo LD war ot dates of, 507 ) (p> ff f PLL ECL. 
; Lé2— Weal (bd \C24 LG-1273 0 14 Nae 633 uy ae 
7118. CAUSE OF DEATH [Enter only one caure per line for (a), (bl ond (c) INTERVAL BETWEEN 
y 
a PART I. OEATH WAS CAUSED BY: “YU % ee a b 5 me 2 CJONBET AND DEATH 
3 IMMEDIATE CAUSE (a! (AOL 40 CAL CA OA Of O44 oy tle 
£ he oe, DUE TO 
Conditians, if ony, which o 


gove rise to immediate 
cotse {a}, stating the under. ( CUETO 


lying cause last. ec 


IRECTOR: After this certificate has been signed by the ottending physicion ond completely 


€ 
& 
& 
ges? 
280 Fa Pate Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a)]19. WAS AUTOPSY 
>» A = 
43% 3 yes] NOX 
eran = ]20c. ACCIDENT WAS UNDERLYING [1 [20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part tor Part Il of item 18.) 
s © | OR CONTRIBUTING C1 CAUSE OF DEATH 
coe © |(UF EITHER, NOTIFY MEDICAL EXAMINER) 
s o. 
358 & ]20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) (Store) 
sg 3 Hour a.m. Wad = tut =i factory, street, office bldg., etc.) | 
=25 S p.m. 19 Jat work [[] at work + 
eS = 
ae 21. | certify thot | attended tins deceased on ee G2, Oreo MALE, 19GL_,thot | lost sow the deceased 
BES 
eget oliVetOn woes S20, ile, ipa ks, ond thot deoth occurred tLHZ% ZAM, from the couses and on the date stated obove. 
= S ADDRESS (Street, city or lown, state} DATE SIGNED 
73 F : 
a ACTUAL owe 
pes SIGNATURI iat the CAD RE. 
Zz 
3 
oS 


ne, 


the registror prior ta buriol, cremation, or removol, and in ony event within 72 haurs ofter death. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires thot the deoth certificote be executed w 


' PHYSICIAN'S 4 , Pa 
> NAME (Type LMESTYIe)s 
4 2a. a ‘2b. DATE THEREOF . | 2c. NAME OF CEMETERY py, i. LOCATION (City, town, or county}y (State) 
5% ; ify). y " Pa - ae +> 
268 LEELA NELLY OL \Breensen Vt Ajo as ace zee, He, 
ad 


. \ 
»))' [23 -AYNERAL DIRECTOR'S SIGNATURE 7 R = Yaa. REC'D IYREGISTRAR 4 | 24h, weit TEARS SIGHATSINE = 
mine SLA 2 edgy nie r 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


eo abdeordic OF DEATH 


= 
en 


1, PLACE OF DEAT! 


OF 
(Type or print) [7 Va LA RTD AW DEATH 7. i 196 / 
S. SEX 6, COLOR OR RACE |7. MARRIED [-] NEVER MARRIED [] eae OF BIRTH 9. AGE (In eo iF UNDER 1 YEAR| IF UNDER 24 HRS. 


lostbicthdoy) [Months] Days | Hours 
rs. 


se 
sz 
ae COUNTY b. COUNTY 
“7 il 1. 
32 A kro/ MARYLAND 
Bo b. CITY OR TOWN (If outside corporate limits, write | c, ye gs SJAY IN Ib N (IF outside. gorporote limits, write RORAL ond give nearest town) 
ce RURAL ond givg neares!town! — 3 Iti Ma 
oe AT BINC. Lez PS ELMORE Mas Sem, 
22 d. NAME OF HOSPITAL (If not in hospital, dive street Le d, STREET ADDRESS eis “IS RESIDENCE 
, ! INSTITUTION Fult & b d St ~ ae | 4 .. ON A FARM? 
ow ‘ Lom 
so. |\ Lu Len 2M a on ard Sts. ~Y (I - 5 NOE 
> o 3. NAME OF irst Middle lost 4, DATE Month Day Yeor 
- DECEASED 
6 
a 
8 
é 


Min. 


M iowen  _oIvorceD L) 40h, fo/, £ vA G. 


10a. USUAL OCCUPATION (Give kind of work done|10b. KIND OF BUSINESS OR INDUSTRY | 11. “Aa #y, of foreign ted 12. CITIZEN OF WHAT COUNTRY? 


during most of working life, even if retired) ‘ 
oylaees =) ’ 
4. ee a MAIDEN NAME 


a F Tine 1 Abani 
16. SOCIAL SECURITY NO. } 17. ee Y Address 


13. FATHER'S NAME 
1B. CAUSE OF DEATH [Enter only one couse per line for (0), (blond Ac).] INTERVAL BETWEEN 


( 
PART |. DEATH WAS CAUSED BY: ONSET AND DEATH 


1s. WAS te cam IN U, S. ARMED FORCES? 
IMMEDIATE CAUSE (0), 
; Pw DUE TO 


(Yes, no, ar unknown) war or dotes of service) 
re Peet C Ae ST IOOY On Ch cals Ladle ae 


Then please remave carban popers. 


|, cremation, ar remaval, and in any event, within 72 hours after death. 


ow 


gave rise to immediote 
couse (0), stoting the under. ( OUE 10 
lying couse lost. {o) 


Pant fl. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o) 


WW. pre Beek de 


yes] Ky < 


The law requires that the death certificate be executed within 24 hours after death. Page 4 


ined by the haspital ar attending physician. 


200. ACCIDENT WAS UNDERLYING*ET | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
OR CONTRIBUTING [1] CAUSE OF DEATH es 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 


MEDICAL CERTIFICATION 


DIRECTOR: After this certificate has been signed by the attending physician and campletely fillea 


page 3 shauld be detached far use as the burial-transit permit. 


z 

Ff 

2 'S 0c. TIME OF INJURY Month, Day, Yeor |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, es {City or town) (County) (Stote) 
pa i Hour a. m, While Not while foctory, street, office bldg., etc.) 

z 2 p.m. —— 19 Jot work 

9° a j a — 

Zz 5 21. | certify thot (I) (this hospital) attended the deceased from ld. YE oo . aD WEY. Oo, 1944, thot (1) (we) lost 
2 = saw the ddcedyed alive on. 4 v2" gy ee of a 7, ond that death accurred oof, from the causes and on the date stated abave. 
= 5 22b. DATE 
< = ATTENDING MED. sTatr ED 
xi . MD. A DIRECTOR v 

i} g a. eS ee 

aa 

s z Se. ae 
‘we: LDP\_ M7 ws ps. AO LLL, ae 

a 2 Tia. BURIAL SeREMATION] ab. DATE ea, eece/ NAME OF ie il R_CREMATORY 23d. LOCATION (City, town, or county) (Stote 
O53? OVAL ey ao 

ZS2 Po 

oo os - 

er \ [24 fins PAL eECORE Da, —Ticteef 25a. REC'D BY REGISTRAR | 2Sb, REGISTRAR'S See 

VR AIS (4! a4 61 Orth 

oe a) Y b Se nae vate MAY 9 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


2418 CERTIFICATE OF DEATH v5441 


woe 


1, PLACE OF DEATH 


2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmissian) 
a. COUNTY 


9. STAT b. COUNTY 
Carroll prea Maryland 
b, CITY OR TOWN (IF oulside corporole limits, write [ LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give’nearest town) 


led witl 


RURAL and give nearest town) 
Rural--Sykesville 10 months Baltimore my 


d, NAME OF HOSPITAL (If not in haspital, give street address) d. STREET ADDRESS e. 1S RESIDENCE 
1 ON A FARM? 


OR INSTITUTION 
Springfield State Hospital 2932 St. Paul Street vs NOB 


3. NAME OF Fi i 4 
DECEASED i! pile i lost DATE Month Day Yeor 


(ypetnnaet Edna Correll Bell DEATH 5 8 19 OL 


3. SEX 6 COLOR OR RACE |7. MARRIEDLL] NEVER MARRIED [] [© DATE OF BIRTH 9. AGE (aa IF UNDER 1 YEAR| IF UNDER 24 HRS. 
lo; es Months! Do) He 
female white wiboweD fi] pivorceD [J VW h/' 82 yey a eee 


10. USUAL OCCUPATION ies kind af work a KIND OF BUSINESS OR test BIRTHPLACE (Stote or foreign cauntry) 12. CITIZEN OF WHAT COUNTRY? 


by the funerol director, 


4 hours ofter death. Poge 4 


6 


during most of warking life, even if retired) 
School teacher retire Maryland USA 


13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


Stewart Dorsey Correll Blair 


1S. WAS DECEASEDEVER IN U. S. ARMED FORCES? |16, SOCIAL SECURITY NO. | 17. INFORMANT Address 
(Yes, no, oF unknown} {iF yes, give war or dates of service) 
Hospital records Sykesville, Md. 


no 


18. CAUSE OF DEATH [Enter only one couse per line for (a). (b}. ond (c). INTERVAL BETWEEN 
y ] ONSET AND DEATH 
PART |. DEATH W, : : 
IMMEDIATE CAUSE (o} Coronary occlusion hours 


a 4 J uETO 


sd a. . 2 
Conditions, if ony, which (b) Cerebral arteriosclerosis years 
gove rise to immediate 
cause (a), stoting the under- ( DUE TO 
lying couse lost, ey 


Past WW. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)}19.. eee 4 


CBS associated with senile brain disease with psychotic reaction. yes] Now 


200, ACCIDENT WAS. Peecceese oe ‘2b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part | or Part Il of item 1B.) 
OR CONTRIBUTING OJ CAUSE OF DI 
(IF ESTHER, NOTIFY MEDICAL EXAMINER) 


Then pleose remave carbon papers. Pages | and 2 should be 


onsit permit. 


te has been signed by the attending physician and campletely filled 


20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, form, 1 20F. (City or town) (County) {Stote) 
Hour a. m. While Not white ieee aia, eA t 


pom. 19 Jot work ([] ot work 


MEDICAL CERTIFICATION 


96h, that 2f) (we) last 


saw the deceased alive an______ 61 nd cl 2-+..M, fram the causes avis an the date stated abave. 
20. SIGNATUR) 22b. DATE 


erustiptt t Pee icroe AE wo zs 
Te. PHYSICIAN'S nd.aopress Springfield State Hospital 
NAME (Type) Konstantin Weber oy i 


ined by the haspital or ottending physician. 
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230. BURIAL, CREMATION, | 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City. town, or aa {State) 
Greenmount Cemetery Baltimore, Marylan 
24, FUNERAL DIRECTOR'S SIGNATURE ADDRESS Bo. RECIP BY REGIGTRAR, 5b, Le is ae SIGN AT RE 4 
John O. Mitchell & Sons Inc. DATE 
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oa 


gove rise ta immediote 
cause (0}, stoting the under. ( DUE TO 
lying cause lost. ( 


transit permit. 


Part Il. OTHER Asc Yea ‘ Lon CONTRIBUTING TO DEATH BUT.NOT RE! Te TERMINAL DISEASE CONDITION GIVEN IN PART I{o)/19. WAS AUTOPSY 

Schiz Zophineng Ree on; ) guronte undk Merentiate eq type PERFORMED? 
rot (3 hear Seas, 

200. ACCIDENT WAS UNDERLYING [) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part ! or Port II of item 1B.) 


OR CONTRIBUTING L] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


}20c. TIME OF INJURY Manth, Day, Yeor | 20d. INJURY OCCURRED 


Hour a. m. While Not white 
ot work [] of work 


21.1 certify that (1) (this haspital) attended the deceased from. March 7, _. rid tMay 22, 19.81, that (I) (we) tast 


saw the deceased alive onMay 22, as 1961 and that death accurred G21 5PM from the causes and on the date stoted abave. 
b 2b. DATE 
sic 


Yes [] NO (&) 


BLO j i 
if 5420 CERTIFICATE OF DEATH U5412 
2 ce ~] 1. PLACE OF \DEATH in USUAL R RESIDENCE (Where deceased lived. If institution: Residence before admission) 
S Ba o. a. b. COUNTY 
2 32 Carroll MARYLAND Maryland 
& x] » b. CITY OR TOWN (If outside corporote limits, write | c, LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
eo ee RURAL and give nearest tawn) peer Sh y 
ae de | Sykesville 7yrs.6mos.2ldays Baltimore 2Y ' 
ee ae 2 d. NAME OF HOSPITAL (If not in hospital, give street address) d. STREET ADDRESS _~ e. 1S RESIDENCE 
o =. / OR INSTITUTION ON A FARM? 
os -|___Springfield State Hospital Unknown ves (]_NO 1 
> 5 NAME OF First Middle Lost 4. Date Month Doy Yeor 
5 (Type or print} John Bell DEATH May e2' 19 61 
>e S. SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED [| 8. DATE OF BIRTH 9. AGG yen IF UNDER 1 YEAR| IF UNDER 24 HRS. 
2 jos joy] Months} Do; H Min 
a Male White  |woown oivorceot] | Unknown ved yrs. al ae | eee Pa 
E a 10a. USUAL OCCUPATION (Give kind of work dane] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
Beg funna 2 ost oH ahenies ife, a if retired) 
Re Hospit Orderly Maryland ULSsA. 
M 2 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
6 9S. 
isd @) Unknown Unknown 
any 8 1S. WAS DECEASED EVER IN U. $. ARMED pORCESy 16. SOCIAL SECURITY NO. | 17, INFORMANT Address 
aE (fevinaceriagionst Diperi'g te sent ol cisrelsecrieah 
oe o. | 3 = Springfield Hospital Records 
z 8 1B. CAUSE OF DEATH [Enter only one cause per line for (a), (b}, ond (c)-] INTERVAL BETWEEN 
£s ONSET AND DEATH 
4 "ART JeeDEATH WAS CAUSED BY: B h 
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a] (b) 
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= 
o424 CERTIFICATE OF DEATH 
eUxea 
So ee 
& 3 5S 1s ae oe fe 2: USUAL RESIDENCE (Where deceosed lived. If institution: Residence before 
8 °, COU! 9. STA b. COUNTY 
@ 9s LAI 
32 Carrell ez aes Maryland St. Mary's 
= Bus ’. CITY OR TOWN (If outside corporote limits, write | c. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) 
iy o o RURAL and give nearest tawn| 2ho8 a e 
3 $2 Henryton ays Mechanicsvilite 
See d. NAME OF HOSPITAL (If nat in hospital, give street address) d, STREET ADDRESS ] ©. I§ RESIDENCE 
os ts ‘OR INSTITUTION *% x State H eal oP). hbund ek FARM? 
ee a enryten State Hospi RF. x=! Yes []_NO Tk 
So oO x alt = 
Se . NAME OF First Middle lost 4. DATE Month Dey __Yeor 
~ -. : 
By 3 (ype cr print) John Francis Butler pes May te] 1961 
= 383 5. SEX %. COLOR OR RACE |7. MARRIED] NEVER MARRIED Xj | 8. DATE OF BIRTH 9. AGE (in yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
<a lost birthdoy) [Months] Days | Hours] Min. 
eR: Mate Negro = |Wioowen[]_——_vorceo [] 10/3/45. yas 
£3 
£ e8. 10a, USUAL OCCUPATION (Give kind af work dane|10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State ar foreign country} 12. CITIZEN OF WHAT COUNTRY? 
> 2 - _ 
Heiss during most of working life, even if retired} 
Pee Farming Maryland U.S.A. 
g oak 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
So. 
o sge 4 a ‘ 
B Bef James M. Butler Cecelia Stevens 
ree Sp 1S. WAS DECEASEDEVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. ]17. INFORMANT ‘Address 
: ce § 5 (Yes, no, of unknown) (If yes, give war or dates of service) 
eee no | 1L4—-16—7334 | Patient - Jehn Francis Butler 
in. Sokpoee 1B. CAUSE OF DEATH [Enter anly one cause per line for (0), (b}, and (c)- INTERVAL BETWEEN 
8 $25 ONSET AND DEATH 
7 =a ¥ . 
g oes PART |. DEATH NAS citcius’ rar advanced bilateral cavitary pulmonary TB 
= oev lal J 
5s = rue DUE TO 
Re RE Conditions, if any, which a 
= ee ‘ 2 Piel (b) 
o ocd gove rise to immediote 
Sek couse (o}, stoting the under ( DUE TO 
5 ynder- 

SF tas lying couse lost. (a 
fh c38 JT) 2S }— 2-5 
S008 ote 3 Pant Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART 1(o)|19. WAS AUTOPSY 
DUG é 

aa ee < yes] no 
faolt o 
“4 = U aie aS 
Foe 36 | © [200 ACCIDENT WAS UNDERLYING C)__ | 20b, DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part | or Part Il of item 1B.) 
Rs a 2 
Z55y5 & | OR CONTRIBUTING LI CAUSE OF DEATH 
Zeee_ 4 | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
S2ets = 
2 oar 32 & [20c. TIME OF INJURY Manth, Day, Year | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (State) 
wos & 
$58 es g Haare rr: aaalM< cee cadey foctory, street, office bldg., etc.) | 
za—252 z and 19 Jot work [-] at work i 
249,.* = p. 
e6528 : i 
ze 21. | certify that (I) (this hospitol) ottended the deceased from @ ary 27 1955, O. M eae 1961, that (I) (we) lost 
26296 y P| 
eae 3s saw the deceast live on May_ 8 l= 19.61, ond that death accurred of72 3@, frdm the causes and on the date stated abave. 
ae 2 10. SIGNATURE 
< Be 8: eal. el ark - Tiaors b ATTENDING MED STAFF M 8 e sao 

aS knoe] M.D. | PHYS © _bikector PHY: 219 
xvugs .D. . OR 5 ay 
o%sar 22c. PHYSICIAN'S 7 72d, ADDRESS 

£0= 
abe sae NAME (Type) 
Ea tie Eagars M. Maculans _Hearyten, Maryland... 
& ae 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, oF county) (Store) 

>> 8 
=x 
afore. 0 St. Johns C Hi a 
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MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


neo CERTIFICATE OF DEATH 


. PLACE OF DEATH 


= AAA EL rt MARYLAND 


2. USUAL RESIDENCE isis liyed. IF institution: Regence before odmission)_ 
Wd. b. COUNTY F. 


b. OR TOWN (If outside corporote limits, write | c. ht OF STAY IN 1b 
AL ee seorest eat _—_ 20% 
tee ,A ley Pras il Za Zt) 


d. NAME a HOSPITAL (IF nat in haspital, give street oddress} d. STREET ADDRESS e. IS seo 


OR INSTITUTION, 4) Mace At f LY] 7 ; AS ec notte 
itn ELEANOR —M~CALTRIDER | Bon 


7 6 rb (OR RACE |7. MARRIED] NEVER MARRIED [] | 8. DATE OF BIRTH 9. AGE {In years” 


WIDOWED Divorced [] R & = l ss ve it) D7 ke 


100. USUAL OCCUPATION (Give Ww of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE oe or foreign country) 


during 2a) of working lie, evap catired) aN 
Uy ate. 


{) CAAA 


13. RATHER'S NAME a x 14. Mi re MAIDEN NAME, 
LKvettlref fee Medes 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? }16. SOCIAL SECURITY NO. |17,INFORMANT Address 


a ee a Malla gheg- We: Lettuce les Nid, 


18. CAUSE OF DEATH [Enter only one couse per line for (o), (b), ond (6) pepe a 
PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (0} 
ave 2 DUE To 
Conditions, if ony, which 
gove rite to immediote 
couse (0), stoting the under: 
lying couse lost. 
Part Ul, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)| 19. neeeoe 
vss) noi 


20a. ACCIDENT WAS UNDERLYING C1 20b. DESCRIBE HOW INJURY OCCURRED. {Enter noture af injury in Port | or Port tl of item 18.) 
OR CONTRIBUTING 1) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


[20c. TIME OF INJURY Month, Doy, Yeor |20d. INJURY OCCURRED 20. PLACE OF INJURY (Home, form, | 20F. (City ar town) (County) (Stote) 
Hour 0. m. While Not while foctory, street, office bldg., etc iH H 
p.m. 19 Jot work [7] ot work 


21. | certify that (I) (this haspitat) attended the deceased fram. (rwbeD qi —_, 19h eof, that (1) (we) last 
saw the deceased alive an__ and thot geath of¢urred at M, fram the causes and an the date stated abave. 


720. SIGNATURE 4 22b.DATE 
ATTENDING ED. SIGNED 
/ M.D. | PHYS. DIRECTOR PHYS. 


22c. PHYSICIAN'S 22d. ADDRESS, § 


NAME (Type) S 


MEDICAL CERTIFICATION 


230. BURIAL, CREMATION, ef DATE THEREOF ‘23. NAME OF CEMETERY OR CREMATORY |. WACATION (City, town, or coypty) 4 (Stote) 
3 OVAL {Specify) o 


de Pay ‘be 9bf a Ie cueanldl 


24, FUNERAL DIRECTOR'S ee ADDRESS, 250. REC'D BY REGISTRAR | 25b, REGISTRAR'S SIGNATURE 
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= MARYLAND 
= som Ae bah Lk LLile Ct deal: 
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g 8 RURAL end give y teh 
oy Sy. 4 
. 25 ‘a ? 
£ 22 d. NAME OF HOSPITAL {If not in hospitg P 7 @. 1S RESIDENCE 
oe = OR INSTITUTION ON A FARM? 
2 ope Yes [] No. ef 
5 fa ls 
eo 2. NAME OF DA Month Dey Yeor 
a k {Type or print) A J y DEATH Lh ely J TA 
c 
2 38 5. SEX y 6, COLOR OR R 7. MARRIED BRU NEVER MARRIED o 8, ps OPAIRTH "oS ie oy aia RJIF UNDER 24 HRS. 
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“ Zs SLi Zl ak wiooweo [] ovorceo Neb) oO, (0 1 a VE ff "G. ise} ys. [3 eal wk 
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4 2 LLICA Soe = 
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v Ce iy p a 
= £8 42 cz EPLEMIA 
3 B28 18. CAUSE OF DEATH [Enter only one couse per line for {0}, (b), ond {c):] 
Ss 2% PART |. DEATH WAS CAUSED BY: BR trekywrecen/. 
o O¢ a IMMEDIATE CAUSE (0), =. 
= fe i ry ¢ DUE TO 
3 ae Tm’ « f 
= 2 Conditions, if any, which (o) Zz. S. avr 
7 gove rise to im 


w requires 


rgtained by the haspital ar attending physician. 


couse (aj, staling the under: DUE TO 
arngiconeilen te) 
Past Ml. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ifo) 


19. pi} AUTOPSY 
RFORMEO? 


on O nog 


200. ACCIDENT WAS_UNDERLYING [) 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in Por! | or Port Il af item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


ee 
20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED 2We. PLACE OF INJURY (Home, for i (County) {Stote) 
Hour a.m. White Nol while. foctory, street, office bldg., etc.) ! 
p.m. 19 Jot work [7] of work] 


tificate has been si 


‘shauld be detached for use os the buriol-transit permit. 


MEDICAL CERTIFICATION, 


After this cert 


ton) i 


to burial, cremation, or removal, ond in any event within 72 hours ofter deoth. 


AL OR ATTENDING PHYSICIAN: The lo: 
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MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


est 


424 


FAs 


Sr OF DEATH pye i 


bat a MARYLAND 


2. ——— (Where deceased lived. 


Maryland 


arro 
b. CITY OR TOWN {If outside corporote limits, write 


If institution: Residence before odmission), 
b. COUNTY 


©. CITY OR TOWN (If outside corporote limits, write RURAL ond giye nearest ys 


c. LENGTH OF STAY IN 1b 
RURAL ond give neorest town) ~ -& 
bat days Baltimore 2VOal- +} 
d. NAME OF HOSPITAL (If not in hospitol, give street oddress) d. STREET ADDRESS: e. IS RESIDENCE 
OR INSTITUTION ON A FARM? 
Henryton State Hospital 13_N. Bond Street ves O] No 
3. NAME OF First Middle lost 4. DATE Month Doy Yeor 
DECEASED OF 
Uh id) Willie E®. Chapman one 19 
S. SEX 6. COLOR OR RACE | 7. MaggieD ERE NEVER MARRIED [J |8. DATE OF BIRTH 9. AGE (In yeors {IF UNDER 1 YEAR|IF UNDER 24 HRS. 
2) lost birthdoy) [Months] Days | Hours] Min, 
Male Negro wivdweo obt pivorceD [] 7-6-03 Ris 
100. USUAL OCCUPATION (Give kind of work done| 0b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country} 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 
Boiler Room Fireman Greenville, N, C. U.S. Ae 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Willie Chapman, Sr, Maggie May 
1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17. INFORMANT Address 


(Yes, 10, oF unknown) (UF yes, give war oF dates of service) 


WIE G Ez 
Annabel Chenaan~pmamasiine=16 N. Bond Street 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c)-] 


PART I, DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE ‘(0} 


Far advanced pulmonary tuberculosis with 


INTERVAL BETWEEN 
ONSET AND DEATH 


oueta’ Cavity right, Aneurysm of the Aorta 


ry 
'¢O. Wn 
Conditions, if ony, which (by. 
gove rise to immediote 
DUE TO 


couse (0), stoting the under- 
lying couse lost. 


(ch 


21. | certify that (I) (this haspital) attended the deceased fram. 
sow the deceas 


‘a Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{0)|19. HASTA UTCTSY 
i 

6 yes] No] 
= | 200. ACCIDENT WAS UNDERLYING C1 20b. DESCRIBE HOW INJURY OCCURRED. {Enter noture of injury in Port | or Port Il of item 1B.) 

& |OR CONTRIBUTING [] CAUSE OF DEATH 

& | (IF EITHER, NOTIFY MEDICAL EXAMINER) 

& [20c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED 206. PLACE OF INJURY (Home, form, ' 1 208. (City or town) (County) (Stote) 
a Hour o. m, While Not while factory, street, office bldg., etc.) 

= pom. 19 Jot work [[] at work I 


May 20, . 1960, Jo, May. 205. __ 196.1, thot (1) (we) last 
tive on _May_.20, ..1961 and that death accurred af22 3%, toe fhe causes and an the date stated abave. 


To. SIGNATURE y 2b.DATE 
ays Dy. Vawr> ATTENDING ME STAFF 
lacez M.D. | PHYS. BieeCTOR O Ps. 5-20-61 


22c. PHYSICIAN'S 
NAME (Type) yp 


‘22d. ADDRESS 


Henryton State Hos 


gars M. Maculans, M. D. 
DATE THEREOF 


230. BURIAL, CREMATION, 
3 eo a MOVAL (Specify) 


23c. NAME OF CEMETERY OR“CREMATORY 


G2 


, town, or county) 


(Stote} 


 gs.6/ 


Peak fi 
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ard = 


tet 
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Le CU) a2 fone ltht 2561 


eS RE 
Lobel 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 
ELOS CERTIFICATE OF DEATH 


1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 


a. COE ena inneeuale’ a. STATE Maryland b. COUN gaa 


b. CITY OR TOWN (If outside corporate limits, write | c. LENGTH OF STAY IN Ib c, CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) 
RURAL and give nearest tawn) 


kesville lyrs.3mos. 25d#s. Baltimore .) “dO / 


d. NAME OF HOSPITAL [IF not in haspital, give siree! address) d. STREET ADDRESS e. 1§ RESIDENCE 
OR INSTITUTION ON A FARM? 


Springfield State Hospital 5810 Benton Heights Ave. ves) NODE 


4 Reece First Middle Last 4. aig! Month Day Year 
(Type or prinl) James Chvojan | occa May 12 = 9 61 


5. SEX 6. COLOR OR RACE |7. MARRIED [7] NEVER MARRIED [_] | B. DATE OF BIRTH 9. AGE {In yeors [IF UNDER | YEAR] IF UNDER 24 HRS. 


tog pithdoy) bm . 
Male White wipowen (J pivorceo [] 6«12-71 "88 ae jonths] Doys | Hours] Min. 


100. USUAL OCCUPATION (Give kind of work done|10b. KIND OF BUSINESS OR INDUSTRY |11, BIRTHPLACE (State or fareign country) 12, CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 


Baker Czechoslovakia U.S.A. 


13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 


—_ 


Poge 4 
with 


y the funeral directar, 


's after death. 


9 


Pages 1 and 2 should be 


the State Board af Health prior ta burial, cremation, or removal, ond in ony event, within 72 haurs ofter death. 
9 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 


(Yas, 10, oF unknown) | (F yer, give wor or dates of service) 


- - Springfield Medical Records 


18. CAUSE OF DEATH [Enter only one couse per line for (0). (b), ond (¢)-] : INTERVAL BETWEEN 


PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE jue Pu etant ‘S Ou 
re) DUE TO 


Conditions, if ony, which ye eeioe chats Pam rererne se Hoeasch A Gino ne 


gove rite to immediote 
couse {a}, stating the under. ( DUE TO 
lying cause lost. (c) 


Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)|19. vee eel! 
C.B.S. associated with senile brain disease with psychotic reaction Tes te o 


200. ACCIDENT WAS UNDERLYING [1] ia DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | of Part Il of item 18.) 


Then please remave carban papers. 


‘OR CONTRIBUTING [] CAUSE OF DEATH 
(1F EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Dey, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) (State) 
Hour 0. m. While Net wiley factory, street, affice bldg., etc.) | 
Ww lot work [[] at work 


MEDICAL CERTIFICATION 


2b. DATE 
SIGNED 


> 
? 7 af ATTENDING MED. STAFF 
é i221 Oh: M.D. lane PHS. Gt May 12, 196% 


pe PHYSIC} a ‘Zd. ADDRESS 


NAME ype Af lingfie 


230. BURIAL, CREMATION, | 23b. DATE THEREOF 23c. NAME OF ie TERY OR CREMATORY 2d. ATION am town, or county) (State) 


a 
£ 
= 
: 
2 
2 
5 
8 
3 
£ 
3 
® 
3 
es 
3 
2 
o 
8 
= 
3 
8 
3 
° 
= 
i] 
= 
8 
5 
oo 
2 
se 
2 
° 
2 
a 
$ 
< 
+" 
ra 
‘4 
= 
= 
9 
Zz 
a 
z 
Fa 
2 
is 
< 
a 
° 


DIRECTOR: After this certificate has been signed by the attending physician and completely f 


should be detoched far use os the burial-transit permit. 


cs 


EREMOVAL (Specify) 


fra -LG~C{ at i aie cc ee 7 oan ie, 
24, FUN Na Grey RS. ny ADORE: 250. REC'D BY REGISTRAR | 25b. REGISTRAR'S SIGNATURE 
“TL aed Son 90 Fa oy. Chater hi MAY 1 7 '61 Gatien ees 


poge 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 2 
5426 CERTIFICATE OF DEATH eum 


1. PLAGE OF DEATH Carroll County, 2 USUAL RESIDENCE (Where deceased lived. If inttvion: Residence before odrisson) 
b. COUNTY 
M. 
Maryland arian || °Malryland Cae 
b. crn OreN (If outside corporote limits, write c. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) 
st tay t { i 
‘ond give nearast town) Life es ster i. 


‘d. NAME OF HOSPITAL {If nat in hospitol, give street address) d. STREET ADORE! i . IS RESIDENCE 
‘OR INSTITUTION 3 r) © ON A FARM? 
yes (] No & 


ec 145 Willis Street. _ 


. NAME OF First idl 4, DATE 
aor irs Middle last Month Day Year 


{Type or pent MARY COHEN DEATH = May 1 v@ 


5. SEX 6. COLOR OR RACE |7. MARRIED [-] NEVER MARRIED [7] | 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
] ) al lost birthday) [Months] Days | Hours | Min. 
\ 4 | Female Whi te |wioowen Ky} Divorced [] bs / 


od 


ith 


i 


s after death. Poge 4 
by the funeral director, 


9 


‘an and completely fille 


Poges 1 ond 2 should be filed wi 


ys. 


10a. USUAL OCCUPATION (Give kind of wark dane] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or OBER country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 


Housewi fe Home Russia USA 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


i Glickman ? 


15, WAS DECEASED EVER IN U. S. ARMED FORCES? 116, SOCIAL SECURITY NO. INFORMANT Address 


(Yes, no. oF unknown) | IF yes, give war or dates of service) 


te be executed within 24 


: |Mr. Ezra Cohen 2910 Smith Ave. #9. 


4 
1B. CAUSE OF DEATH [Enter only one couse per line far (0), (b), ombalgh] INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: ONS END DEAE 


ny IMMEDIATE CAUSE {ol CELE SSL Z CES 0/1 SO S74 / 2. 
2. } x > 


in 72 hours after death. 


3 
2 
e 
5 
8 
2 
S 
8 
i 
= 
g 
3 
= 
a 
5 
& 
3 
= 


DUE TO 


a4 ~~ any Nich rs Hv PERTEN SI YL Aé (LR OSCLER OTIC CARD = 

defeat dente inmedion te. 

cause (0), stoting the under- a a hy op CO 

lying couse lost. te VAccvtAre DS 2 AS €. 12 Ye ¢ 
Pate Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1[o)]19. WAS AUTOPSY 


yes] No TA 


20a. ACCIDENT WAS UNDERLYING [1 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port II of item 18.) 
OR CONTRIBUTING L] CAUSE OF DEATH . 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED — | 20e. PLACE OF INJURY (Home, om 1 20F. (City or town) (County) (State) 
Hour 0. m. While Net while foctory, street, office bldg., etc.) | 
p.m. W lot work [] ot work [] ' 


21.1 certify that | attended the deceased fram_VAWV. 25 95H 1 els Sta ee 196 that | last saw the deceased 
olive an nth “so aga 3a 0196 is , and that death accurred a6 274M, fram the causes and on the date stated abave. 


ADDRESS (Street, city or town, stote) DATE SIGNED 
7 Ys ae LG ore 
SIGNATURE “Abt ZA Diecd M.D. 


PHYSICIAN'S / HW, , 3 jdt SF 
NAME (Type) hn NAc zz Se, Fs 7 
‘%7o. BURIAL, CREMATION, | 22b. DATE THEREOF & NAME OF CEMETERY OR CREMATORY 2d. LOCATION (City, town, or county) (State) 


esata PU Mishkon Israel Baltimore, Md. 


23, FUNERAL DIRECTOR'S SIGNATURE ADDRESS 24a. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 


Sol Levinson & Bros. Inc. 6010 Retat. pate MAY 2°61 Onthun £ Hama 


MEDICAL CERTIFICATION, 
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poge 3 should be detached for use os the burial-transit permit. 
the registrar prior to burial, cremotian, or remaval, ond in any event wi 


@a& TO HO! 
= may 
TO FU 


oad 


s ofter death. Poge 4 
y the funerol director, 


J 


Poges | ond 2 should be filed with 


hysicion ond completely fi 


ing pl 


Then pleose remove corbon popers. 


, cremotion, or removal, ond in ony event, within 72 hours offer death. 


hysicion. 
After this certificote hos been signed by the attendi 
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ined by the hospitol or ottend 


DIRECTOR: 


“ 


OSPITAL OR ATTENDING PHYSICIAN: 
moy 
TO FUM 


poge 3should be detoched for use os the buriol-tronsit permit. 


the Stote Board of Health prior to buri 


=8 TOM 


Poel 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS —- BALTIMORE 1,-MARYLAND 


CERTIFICATE OF DEATH . u5SAL9 


LACE OF QSATH 
. COUNP, 


COMMA BA MARYLAND 


2: be | seamen (Where deceased lived. If institution: Residence before admission) 


b. CITY OR TOWN (iF outside corporote limits, write | c. LENGTH OF STAY IN 1b 


RURAL and give nearest town) 


Ltd etd 427 TYdteDes 


d ME OF HOSPITAL (If not in hospital, give street address) | 
“OR INSTITUTION 


CLivtt< fl p-piggoDs 


d. STREET ADDRESS 


ra 
3 . ye ON A FARM? 
AAA MG Ltn LLLLL22 yA 


b. COUNTY 
‘outside corporate limits, write RURAL A ae town) 


e. IS RESIDENCE 


yes [] No F}— 


3. NAME OF First 


Reve THOM. PARKER. 


lost 
COLE 


4. DATE Month Day Year 


Beara UPPF 30 9b) 


5. SEX 6. COLOR OR RACE 7. MARRIED [J NEVER MARRIED [4 


LALA Mh wibowep [} 


8: DATE OF BIRTH 


owvorceo (] | AZ, 


9. AGE Wa ee IF UNDER 1 YEAR] IF UNDER 24 HRS. 
fost Months] Days | Hours] Min, 
G03 4 


‘L OCCUPATION (Give kind of work aad 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLAY 


pee most > rk jfe, even if tepired) 


bl’ Athl, Abit its 


13. CZan 


— 


1s. WAS DECEASEDEVER IN U. $. ARMED FORCES? |16. SOCIAL SECURITY NO. 
(Yes. no, oF unknown} | IF yes, give war or dates of service) 


Cl —— ~~ 


ta 


OTVBEEAG"C= 
14, MOTHER'S MAIDEN NAME 


17. INFO! \NT 
C xy 


late 6 foreign em 


12. CITIZEN OF WHAT COUNTRY? 


A: SZ. 


Address 


18. CAUSE OF DEATH [Enter only one couse pe 


PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (0) 


fine for {0}, (b), ond (c}.] 


4) eobuatin 


INTERVAL De TL. 


eX ANI peat 


} 
as sf DUE To 
Conditions, if any, which 


Byrs 


gove rise to immediote 
cause (0}, stating the under- 
lying cause last. 


Pat Il. OJHER SIGNIFICANT CONDITIONS CONTRIBUTING 


DEATH AUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)| 19. the AUTOPSY 


Henne k 


PERFORMED? 


Yes] No 


20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 


20c. TIME OF INJURY Month, 20d. INJURY OCCURRED 


Hour 0, m. While Not while 
jot work [] ot work 


MEDICAL CERTIFICATION, 


21. | certify that (I) (this haspital) attended "eo oe fram. 
saw the deceased alive an.__' 


20e. PLACE OF INJURY (Home, farm, hg (City or town) 
foctory, street, office bldg., etc.) 


(County) (State) 


9 F.C... 9h f., that (I) (we) last 


ia 


M.D. 


iow = WW6L 10 YKtg. 
3S 196 Gj... and that death eure tS_P. Mm, fram the causes and an the date stated above. 


MED. 
DIRECTOR 


} Julies Chey ks 


23a, BURIAL, bys tee 23b. DATE THEREOF 
EMOVAL (Specify) 


Ut ALA aL. Zz 
NS sicrfarure7 C) 


z yo . P 


f 


DIVISION OF STATISTICAL RESEARCH 


5428 


MARYLAND STATE DEPARTMENT OF HEALTH 


AND RECORDS — BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 


3. 
Carroll 


ed with 


MARYLAND 


2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 


ose Maryland => "Montgomery 


b. CITY OR TOWN (IF outside corporole limits, write | ¢. LENGTH OF STAY IN Ib 
RURAL and give nearest town) 


‘kesville 21 days: 


¢. CITY OR TOWN (If outside corporote limils, write RURAL ond give nearest lown) 


Bilver Spring 


ofter death. Poge 4 
the funeral director, 


d. NAME OF HOSPITAL (If nat in hospital, give street address) 
OR INSTITUTION 


Springfield State Hospital 


A 


d. STREET ADDRESS 


820 University Blvd. 


e. 1S RESIDENCE 
ON _A FARM? 


yes 1] NOX] 


First Middle 


Walter Joseph 


s 


. NAME OF 
DECEASED 
(Type or print) 


Last 


Cemnolly 


Year 


1961 


4, DATE 
OF 
DEATH 


Month 


May 


Doy 
15 y 


Poges 1 ond 2 should be 


S. SEX 6 COLOR OR RACE ]7. MARRIED PX} NEVER MARRIED [] 


Male White = |wioowes pivorceo [J 


IF UNDER 1 YEAR 
Months] Days 


IF UNDER 24 HRS. 
Haurs Min. 


8. DATE OF BIRTH 


June 16, 1893 


9. AGE (In yeors 
last birthday) 
yes. 


10a. USUAL OCCUPATION (Give kind of work dan 
during a of oe life, even if retired) 


Accomtin ‘Governmen 


KIND OF BUSINESS OR INDUSTRY 


11. BIRTHPLACE (Stote or fareign country) 


New York 


12. CITIZEN OF WHAT COUNTRY? 


U.S.A. 


13. FATHER'S NAME 


Hugh J. Connolly 


14. MOTHER'S MAIDEN NAME 


Anne Manley 


1S. WAS DECEASEDEVER IN U. S. ARMED FORCES? 


16. SOCIAL SECURITY NO. | 17. 
(Yas. 0, oF unknown] | (yes, give wor or dotes of service) 


No - None 


INFORMANT Address 


Springfield Hospital Records 


18, CAUSE OF DEATH [Enier only one couse per line for (0), (b), ond {o).] 


PART |. DEATH WAS CAUSED 8Y: 
IMMEDIATE CAUSE (a), 


Bronchopneumonia 


INTERVAL BETWEEN. 
ONSET AND DEATH 


Days 


Then pleose remave carban popers. 


& 


) DUE TO 


Condilions, if ony, which (b) 


Carcinoma of the bladder with metastasis to the 


Months 


gove rise to immediate 
cause (0), stating the under- 
lying cause lost. 


DUE TO 
{c} 


left groin 


Past Il, OTH, 


Chronic 


-tronsit permit. 


ee Pain eS syndrome « CONTRIBUTING TO DEATH 8UT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{a) 


19. WAS AUTOPSY 
PERFORMED? 


yYes%j No [] 


}: The low requires that the deoth certificate be executed within 24, 
te has been signed by the ottending physicion ond completely filled 


20a. ACCIDENT WAS UNDERLYING [7 
OR CONTRIBUTING [1] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | ar Part Il of item 18.) 


20c. TIME OF INJURY Month, 
Hour 0. m. 


p.m. 


Doy, Year | 20d. INJURY OCCURRED 


While Not while 
lat work [[] at work 


MEDICAL CERTIFICATION 


saw the deceased alive on ff fe See os ie and that 


‘20e. PLACE OF INJURY (Home, 
foctory, street, office bldg., 


21.1 certify that (I) (this has ioe Sane the & ‘cae from. April _ Zhe 


farm, | 20f. (City or town) 
etc.) | 
H 


19.6; 


(County) (Stote) 


wtoMay 15, ____, 1961, that (1) (we) last 


death occurred at m the causes and an the date stated abave. 


Zo. SIGNATURE 


MED. 
DIRECTOR 


‘2%. DATE 
ATTENDING STAFF 
M.D. | PHYS. PHY’ 


fained by the haspitol or attending physicion. 
DIRECTOR: After this cert 


Agustin a 


f.D 


fw 5/16/61 
Wd. KODRESS 


Springfield Hospital, Sykesville, Md. 


SPITAL OR ATTENDING PHYSICIAN 


23a. La CREMATION, | 23b, DATE THEREOF 
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OR CREMATORY 23d. LOCATION (City, tgwn, or county) 


Goma fb 


JERAL DIRECTOR'S SIGNATUR! 


=S TO HO 


ae vadod 7 red 4 tan 


250. “aA 'D vd REGISTRAR 25b. REGISTRAR'S SIGNATURE 
i 
17°61 (erie en 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


= EXAMINER'S CERTIFICATE OF DEATH 


Reg. Dist. Ned. 


1, PLACE OF DEATH’ = “4 *% 


=O: Garrett fy eres 


2. mr RESIDENCE (Where deceased lived. If institution: Residence before admission) 
estate ~Maryland t. county Carroll 


b. cHy OR TOWN (if avhide corporate limit, wrile RURAL c. LENGTH OF STAY IN Ib 
‘ond give neared! town) 


Finksburg 30 yrs 
d. NAME OF HOSPITAL OR INSTITUTION (If nat in hospital, give sireet address) 


Cedarhurst Road 


Page 4 shauld be 


is necessary, please exe 


‘ector. 
priar ta burial, crematian, 


| 


¢. CITY OR TOWN (IF outtide corporate limit, write RURAL ond give nearest town) 
Finksburg 
d. STREET ADDRESS 


Cedarhurst Road 


e. IS RESIDENCE 
ON A FARM? 


ves [) NO 


3. NAME OF Fiet Middle 
(Type or print) Arthur A, DeMoss 


iv 
4 


Lost 4, DATE 


OF 
DEATH 


Yeor 


If any 


5. SEX 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED 
Male White WIDOWED [] pivorceo [] 


* Reuse "16, 1881 


9. AGE (in year JEUNDER 2 IF UNDER 24 HRS. 


during most of working life, even if reti 
Landscaping 


and 3 to the funer; 


Gardner 


100, USUAL eel Give kind of work done} 10b. KIND OF BUSINESS OR INDUSTRY 


12. CITIZEN OF WHAT COUNTRY? 


Maryland U.S. 


Mt BIRTHPLACE (Stote or foreign country) 


13. FATHER'S NAME 
John DeMoss 


14, MOTHER'S MAIDEN NAME 
Emma Belt 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? | 16. SOCIAL SECURITY NO. 
(Yes, no, ef unknown} UE 70a, give wor oF dotes of service} 


No 2Uj~2h-1075 


1B, CAUSE OF DEATH [Enter only one couse per line for (a), (b). and (c).] 
PART !, DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (0) 
f DUE TO 


Conditions, if/ony, which rs 
ove rise to immediote cause 

{0}, stoling the undertying( OVE TO 
couselot. = € 


24 haurs after death. 


Pages 1, 2, 


© 


File pages 1 and 2 with the regi 


‘Qo. EXTERNAL CAUSE WAS. 
PRIMARY C) or CONTRIBUTING DJ 
CAUSE OF DEATH. 


20c. TIME OF INJURY 
Hour om, 
p.m, 


Month, Day, Yeor 
Ww 


MEDICAL CERTIFICATION 


death resulted from: 


( / 
U ’ 
AM hawk, Spec cte 


ACTUAL 
SIGNATURI 


1a the Chief Medical Examiner's Office alang with farm PM3. Page 5 may be retained far yo 


L DIRECTOR: Page 3 shauld be used as a burial-transit permit. 


EXAMINER'S: 
NAME (Type) 


Af 


17. INFORMANT 


John DeMoss, 9 Dunkirk Rade Baltimore »12,Md. 


INTERVAL BETWEEN 
Rien mH 


PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1[a)|19. WAS AUTOPSY 
an ak MI 
yes—] NO 


20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part t or Port I? of Item 18.) 


(County) (Stote) 


20d. INJURY OCCURRED ]20e. PLACE OF INJURY (Home, farm, 1 20F. (City or town) 
White Not while foctory. street, office bldg., etc.) | 
‘ot work [7] at work [J 

21. U certify thot 1 took charge of the remains described above, held on Autopsy [_], 
aturol couses fix} (accident LD. Suicide (J, Homicide [], Undetermined couse []. 


Inquiry [[), ond find thot 


DA’ / (i 


Inspection §X], 


CHIEF MEDICAL EXAMINER [J 
ASSISTANT MEDICAL EXAMINER [-] 
DEPUTY MEDICAL EXAMINER [9 


4.0. 


or remaval. 


Wa. BURIAL, CREMATION, [22b. DATE THEREOF 
a. pence ify) 
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Finksburg 
23. aa DIRECTOR'S SIGNATURE 


pela J.F.Eline & Sons, Reisterstown, Md. 


5M 9/55 


2c, NAME OF CEMETERY OR 


%2d. LOCATION (City, town, oF county) 
Finksburg, Md. 
24a, REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 


paMlAY 12°61 | Cliten ft Hinua 


(State) 


yy the funeral director, 


Pages 1 altd 2 should be filed with 


in 72 hours after death 


op 


DIRECTOR: After this certificate has been signed by the attending physician and completely filled 


Then please remave carban papers. 


‘ansit permit. 
in, or remaval, ond in any event, wil 


: The low requires that the death certificate be executed within 24 hours after death. Page 4 


ined by the haspital or attending physician. 


o| 


as TO HOSPITAL OR ATTENDING PHYSICIAN 
poge 3 thauld be detached far use as the buri 
the State Board of Health prior ta burial, crema 


@ 


~~ 
n 
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MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH v5422 


1 eas DEATH 2 ene en (Where deceased lived. If institution: Residence before carts 
oO. a. b, COUNTY : 
Carroll oie LD Maryhnd Balto, City 
b. CITY OR TOWN (If outside corporote limits, write | c. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporote limits, write RURAL and give neores! town) 
RURAL and give nearest fawn) a \ . - 
Sykesville 8.4mos.10days Baltimore 2h , 
d, NAME OF HOSPITAL (If nat in haspital, give street address) d. STREET ADDRESS e. IS RESIDENCE 
OR INSTITUTION ON A FARM? 
Springfield State Hospital 1409 Tennant Way ves ENO 
3. Beeeg First Middle Last 4. pete Manth Day Year 
Rie orn Anthony Desell ‘aegperr* | Sim May 30, 19 61 


$. SEX 


6. COLOR OR RACE 3 MARRIED] NEVER MARRIED [1] | 8. DAYE OF BIRTH 


9. i yeors IF UNDER 1 YEAR) IF UNDER 24 HRS. 
st bir ee 
Male | White |woowcy  oivorcot] | March 9, 389P* #9 Ber, [Moms] dors [Hours | min 


100. USUAL OCCUPATION (Give kind af wark dane} 10b. KIND OF BUSINESS OR INDUSTRY 


13. 


. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


during mast of warking life, even if retired) 


Carpenter 


11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
Maryland U.5,4, 


wKEAGHAY Joseph Desell *BKeEneHK Anne hicCoy 


18. 


. WAS DECEASED EVER IN U. S. ARMED FORCES? % aa YON 
eves aumlicer)t Adie Meare thee ort <3i¢ 


17. INFORMANT Address 


No | = Springfield Hospital Records 


MEDICAL CERTIFICATION, 


18. CAUSE OF DEATH [Enter only ane cause per line far (a), (b), and (2)-] 


PART I. TH W, 
DeaTr was Chustp By Bronchopneumonia 


+O] DUE TO | 


Condilfer ifr anyisenin 4% 
gove! tite jo immediote | 


INTERVAL BETWEEN 
wee AND DEATH 


couse (0), stoting the under- DUE TO 
lying colseilest te) 


Parr Il. OTHER SIGNIFICANT Coupee: CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL ISEASE CONDITION en IN PART 1(a)|19. WAS AUTOPSY 
C.B.S.assoc.with brain trauma,gross force with psychotic reaction. vSTT NO} 
20a. ACCIDENT WAS UNDERLYING []__[20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Past | or Port Il of item 18.) 
OR CONTRIBUTING CJ CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
f20c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED [20e. PLACE OF INJURY (Home, farm, | 20F. (City or town) (County) (Stote) 
Hour 0. m. While Not while factory, street, office bldg., me 
Misi lat work 1] ot work 

21.) certify that (1) (this haspital) attended the deceased from January 20, 1299 , 40 May 30, eee _ 19.64, that (I) (we) last 


saw the deceased alive a oe Tee iy_O1, and that death accurred att 3@4 Mam the causes and an the date stated abave. 

Zo. SIGNATURE ‘22b. DATE 
ATTENDING . STAFF y, 

. OO Biecror OO Prvs. ¥ 5/ 30781 

os we 


Springfield Hospital ,Sykesville,Md. 


23d. LOCATION (City, fown, or county) (State) 
Ua, 


250. REC'D BY REGISTRAR 25b, REGISTRARS SIGNATURE 


— 


y the funeral director, 
Pages 1 abd 2 shauld be filed with 


4) 
v 


¥ 


quires that the death certificote be executed within 24 haurs after death. Page 4 
Then please remave carban papers. 


‘ansit permit. 
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SPITAL OR ATTENDING PHYSICIAN: The law re 
ined by the haspital or attending physician. 


a 


page 3 sfould be detached far use os the buri 
the State Board of Health prior to burial, cremation, ar removal, and in any event, within 72 haurs after death. 


moy be 


= TO HO! 


A 


MARYLAND STATE DEPARTMENT OF HEALTH 


eg Z 3 1 DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 
he 


CERTIFICATE OF DEATH v0423 


1, PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmission) 
a. COUNTY Carrell aeyaion|| SoONE Maryland B COUNTY Balto, Cit y 


b. it OR TOWN (if outside carporate limits, write | ¢, LENGTH OF STAY IN Tb c. CITY OR TOWN (If outside corporate limits, write RURAL and Loy! ‘age i3) im. 


“Syke Svitie™” 3, 5mos,13da4s, Baltimore s 


d. NAME OF HOSPITAL (Hf nat in haspital, give street address} d. STREET ADDRESS e. a RESIDENCE 
One spr TION, ON A FARM? 


gfield State Hospital 847 S. Dallas Street Yes [] No 


4 ee First Middl ae 4. DATE M ¥ 
Na ee irss iddle 5 \onth Doy ‘ear 


or 
(Type or print) Benjamin Joseph Falkenham DEATH 19 


S. SEX 6. COLOR OR RACE |7. MARRIED [} NEVER MARRIED [2% | 6. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR] IF UNDER 24 HRS. 


Male White |wioown ovorceot] | March 17, 1890 ayn 


10a. USUAL OCCUPATION (Give kind sas work done| 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State ar foreign country) 12. CITIZEN OF WHAT COUNTRY? 


wines aa” Sobel ee ee d Maryland U.S.A. 


13, FATHER’S NAME 14, MOTHER'S MAIDEN NAME , 


Charles Falkenham Mary - Finn 


1S. WAS DECEASED EVER IN U. $. ARMED FORCES? |16. SOCIAL SECURITY NO. |17, INFORMANT Address 


“Yor [“™ aes") 218.09-5215| Springfield Hospital Records 


1B. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c}-} INTERVAL BETWEEN, 


Cr" Sule ,_Bronehomennonia days 


oO lx DUE TO 
Am i itSny, which 


gave rise ta immediate | 


cause (a), stating the under- 
lying cause last. 
Part tl. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a]]19. WAS AUTOPSY 


CoB. S. assoc.with clre.disturbance,with cerebral <opeee ea vest) NOX] 


Bot ACLIDENT WAS UNDERLYING [] 
OR CONTRIBUTING [ CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED '20e. PLACE OF INJURY (Hame, farm, 1 20F. (City or town) (County) (Stote) 
Hour 9. m. F Notitiite factory, street, office bldg., etc.) | 


at work [} | 
21. 1 certify that (1) (this haspital) attended the deceased fram. Nov. .18, 1957. .ta___-- May--1-.. 196. that (1) (we) last 


saw the deceased alive on._May..1 19.61, and that death occurred aBs 398 Mram the causes and an the date stated abave. 
2a. SIGNATURE 2b. DATE 
é j ATTENDING MED. STAFF 1 
( M.0. | PHYS. DIRECTOR PHYS, 0 May 1~ 198 
22d. ADDRESS 


Agustin delCampd, M.D. Springfield Hospital Sykesville Md. 


MEDICAL CERTIFICATION, 


_ fap cise 23b. DATE THEREOF ‘23c. NAME OF CEMETERY OR CREMATORY ad_LOCATION (City, town, or county) 
‘ 


Ney 3- &! Holy Qe dremonCom- ake 


RE ADDRESS: 280. REC'D BY REGISTRAR 2Sb. REGISTRAR'S SIGNATURE 


1£60 mY eR ie MAY 3) '61 Crib £ Pea 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


5430 CERTIFICATE OF DEATH BAe 


Ts ar DEATH =. Mein speek (Where deceased lived. If institution: Residence before admission) 
@. 0. 5) b. " 
Carroll MARYLAND Md. COUN aa geet te 


La 


b. CITY OR TOWN (If oviside corporole limits, wrile | ¢, LENGTH OF STAY IN Ib c. CITY OR TOWN {If outside corporate limits, write RURAL and give nearest town) 
Rubber! ive.nearest town) 
ykesviite, h yrs Randallstown 


d. Se iNsrrutign (if not in hospitol, give street oddress) d. STREET ADDRESS e. pS Tk 
Springfield State Hosp. Walnut Str. Cex x > | vs noo 


ae 


by the funerol director, 


Then please remove carbon papers. Pages | and 2 should be filed with 


4 hours after death. Page 4 


wy. 


3. NAME OF, First Middle lost 4. DATE Month Day Yeor 
(ype or print Nora May Flater DEATH May 29 ag SE 
5. SEX COLOR OR RACE }7. MARRIED [-] NEVER MARRIED [] | 8. DATE OF BIRTH 9. ised yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 


irthdey) | Months] D. Hi Min. 
Fem W wivoweo [/ —_—ooivorceo [] 6/9/73 yrs. ao ee 
Va. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
ying most of grking life, even if retired) 
ousewire Maryland Ues. 


13. FATHER'S NAME L 14. MOTHER'S MAIDEN NAME 
Thomas “aylor Anne Leppo 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17, INFORMANT Address 
(Yes, no, of uaknown) {If yes. give wor or dates of service) 5 
| Hospital Records 


18. CAUSE OF DEATH [Enter only one couse per line for (a), (b), ond (c)-} INTERVAL BETWEEN 


. ON: D DEATH 

ns 3 
ade A ESS eae Bronchoepneumonia Gays 

fa ie \ bur tr 

t} aX = = .\ UE TO 
Conditions, if any, which > 
gove rise to immediate 
cause (0}, stoting the under. ¢ DUE TO 
lying couse lost. ©. 


Part Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART rie WAS AUTOPSY 


the ottending physicion and completely filles 


Myocardial Degeneration months 


PERFORMED? 


CBS associated withCirculatory Disturbance with Cerebral Arterioscerasigq noQ 


20a. ACCIDENT WAS UNDERLYING () 20b, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port Il of item 18.) 
OR CONTRIBUTING C) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


Se a 
0c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Hame, form, 4 20F. (City ar lown) (County) (Stote) 
Hour 0. m. While Not while factory, slreet, office bidg., etc.) ! 
p.m. 19 lot work (] ot work 4 


MEDICAL CERTIFICATION 


21 I certify that (I) (this hasp ---- Ce calor, + V9.2, that (1) (we) last 
saw the deceased alive an. 3 id that death accurred al “Ms from the causes and an the date stated abave. 


a. “a0 RE 2 7b.DATE 
elie ATTENDING MED. STAFF Sil 
j M.D. | PHYS. O_birector _ PHYs. vs 29 =- bl 


22c. PHYSICIAN'S. 22d. ADDRESS 


‘AW’ ta S.Glahn MB, 


30. BURIAL. CREMATION, | 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) (Stote) 
REMOVAL (Specify) 
Buria 6-1-1961 Park Ce f 
N : : 25b. REGISTRAR'S siGnattine 


S988 Liberty Rd. 250. REC'D BY REGISTRAR 
Randallstown, Md. _|pate 


ined by the hospitol or attending physician. 
(L DIRECTOR: After this certificate has been signed by 


poge 3 Should be detoched for use as the burial-transit permit. 


‘7 


a 
€ 
= 
: 
Uo 
3 
5 
3 
3 
g 
3 
° 
3 
2, 
5 
2 
3 
8 
£ 
c 
8 
3 
° 
22 
3 
ee 
‘ 
3 
& 
z 
z 
8 
© 
2 
= 
- 
s 
¥ 
a 
2 
x 
= 
© 
< 
a 
Zz 
& 
= 
= 
< 
ce 
° 
= 
z 
s 
a 
3 


gS TOH 
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24 hours after 
led in by the funeral 


jin 
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ficate be execu 


in any event, within 72 hours after death. 


vies A 
ase remove carbon papers. Pages 1 and 2 should 


ing physician and compl 
Pp 


id by ti 


igne: 


The law requires that the death certi 


OR ATTENDING PHYSICIAN: 
L DIRECTOR: After this certificate has been s 
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page 3 should be detached for use as the burial-transit permit. 


RA! 


‘.. 


be filed with the State Dept. of Health prior to burial, cremation, or rem 


death, 
di 


TO HOSPITAL 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


5433 CERTIFICATE OF DEATH vd425 


. PLACE OF DEATH ~~) 2. USUAL RESIDENCE (Where docoesed lived, I inslitution: Residenca bafore admission) 


a, COUNTY ©. STATE 


Carroll MARYLAND Maryland { “Car roll 


b. CITY OR TOWN (if oulside corporale limits, ~ |e. LENGTH OF STAYIN Ib || c. CITY OR 1 ane |[If oulside corporate limits, write RURAL and giva naerest town) 
write RURAL end give neerest town) 


rural--Finksburg 56 yrse || rural--Finksburg 


5. 


d, NAME OF HOSPITAL OR INSTITUTION (if not in hospitel, give stree! eddress) ~d. STREET ADDRESS a. IS RESIDENCE 
ON A FARM? 


at Gamber at Gamber ves [gb NO [] 


. NAME OF Firs! a Middle Last 4. gus 


DECEASED 


aaa _THOMAS ___M,. _—s FLATER L Bears 


SEX COLOR OR RACE|7. MARRIED [aXNEVER MARRIED | 8. DATE OF BIRTH "]9. AGE (In years |IF UNDER 1 YEAR 


fast birthday} emetme- st Hours | Min. 


white wipoweo [ DIVORCED 1=<1- 1880 81» 


done during most of working life, even if retired) 


10a. USUAL OCCUPATION { kind of work | TOb. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Stete, or foreign country) ] 12, CITIZEN OF WHAT COUNTRY? 


red farmer. owner Maryland U.S. 


13. FATHER’S NAME | 14. MOTHER'S MAIDEN NAME 


_John N. Flater Catherine Pennington 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT Address 
(Yes, no, or unkown} | (If yesgivewerordotesof service) 


MEDICAL CERTIFICATION, 


a J +L | mete Mrs. A. Goldie Flater, same as #2_ 


“18. CAUSE OF DEATH [Enter only one cou: 2 for {e), (b), end (€). INTERVAL BETWEEN 
PART I, DEATH WAS CAUSED BY: GLK a 
yy , IMMEDIATE CAUSE (0) _ 
: DUE TO 
Conditions, if eny, which (b} 
geva rise fo Immadiete couse 


(e}, steting the underlying 
couse lest, 


PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART ¥f)) 19. WAS AUTOPSY 
ses PERFO! 


20e. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED, (Enter nelure of injury in Pert | or Pert Hl of item 1B.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) ae 


20c. TIME OF INJURY Month, Day, Yer | 20d. INJURY OCCURRED 20s. PLACE OF INJUBY{Home, farm, 20f. (City or town) (County) 
Hour a.m. i sail While Not While factory, stregiySHtice bldg., etc.) | 
. 9 et work [_] of work t 


'y that (I) (this hos; 
saw the deceased alive on. Se 


ae Rg STAFF 
PHYS. aBateron [ Prys. (F 


22d. ADD a 


Tre STE RS iw, 


L, CREMATION, | 236. DATE THEREOF | 23c. ott ‘OR CREMATORYE 23d. LOCATION (City, town or 4° 


athe | 5 13—1961 | Providence — fila 5 
TRAR’S eek 


24 FUNERAL DIRECTOR'S SIGNATURE ADDRESS 25e. rer BY REGISTRAR | 25b. ak. 


C. M. Waltz, Winfield, Mde ————_|oare MAY 15''61_ 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
513 CERTIFICATE OF DEATH niin ais 


— 


~ ge 
& 5 > 1. PLACE, O§ DEATH 2.U: a Dy Vii deceased lived. If institutjan: Residence before admission) 
o 6 0°. CY m oft b. COU 
= £8 y Ve, bk oh, MARYLAND / 
€ Be b. CITY OR TOWN (If outside corporote limits, write | c, LENGTH OF STAY IN Ib ¢. CITY OR ov Leis A outside carporate limits, write RURAL ond give neo 
8 8 RURAL and give nearest town) * ‘ 
nod mcd _ 
S32 } AdIM ST ie eI LR ce a 
Feod fn! 2 cB spat Won (If not as pitol, give street oddress) d. STREET ADDRESS: 
5 £5 ~ 
Ry “ 
> TAnl ii elev Ka ft AD _ 
Hy 
5 ° . NAME OF First DAU ID 2|" DATE Month 
4 DECEASED ale 
3 (Type or print) /4 S$ DEATH io "4 Z. vZ/ 
3 S. SEX 6. COLOR OR RACE | 7. S_DAV NEVER oe |. DATE OF BIRTH 9. AGE {In yeors INDER 1 YEAR| IF UNDER 24 HRS. 
vay) lost birthday} [Months] Days | Haurs] Min. 
3 / wipowen [] DIVORCED “a VEY. PVs t4 2 3 yes. 
ae 10¢, USUAL OCCUPATION (Give kind of work done|10b. KIND OF BUSINESS OR INDUSTRY |11. ties {Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
g during most of working life, even if retired) as 
a3 By Say LoboRE PIBRIV LAWL Udfi 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


CHARLES GA R LPOPR THA BIEL 


a 2 
¢ = 
£2 
os 
2 
38 
OT a 
$2 
© ° 
a e 
2 2 
o Lor 
2 $ 8 2 1g, WAS DECEASED EVER IN U. 'S. ARMED FORCES? |16, SOCIAL SECURITY NO. INFORMANT Address 
foe ee ‘a1, ne. oF unknown) {IF yes, give wor or dates of service) 
B ofp | i Ved om KEVMA Sh, 
eo DFR 2) VeNne V¥/é aL. 
£ £2 
Chem se CAUSE OF DEATH [Enter onl line for (0), (b), ond INTERVAL BETWEEN 
$ Ese 18. (este oth sales ine For (0), {b}, o Se eee ey 
Se gears PART |. DEATH WAS CAUSED BY: ONSET OER 
£2 oft IMMEDIATE CAUSE (0) 
= See YY 7 4 DUE TO 
oe. ~ 
= Der Conditions, if ony, which 
$s BES gove rise to immediote 
3 Je ec couse (0), stoting the under- OUE 2 
2 tae ea lying couse lost. 
ONG ee prispicouse lox. 
3g 8 eee 5 Part Il. OTHER SIGNIFICANT Te CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART me WAS AUTOPSY 
= =z 9 - 
$355 < Yes [] NO a 
eao0o0 ou 
tS 2 ] 
Fotse = [200. ACCIDENT WAS UNDERLYING []__|20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port 11 of item 18.) 
ee oy & | OR CONTRIBUTING L] CAUSE OF DEATH 
Zeges & |r EITHER, NOTIFY MEDICAL EXAMINER) 
g os 66 & ]20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED —|20e. PLACE OF INJURY (Home, form, my (City or town) (County) (State) 
Esies 3 Pe While Ra Sie foctory, street, office bldg., etc.) 
bce - 6 = 19 lot work [] of work (J 
ox ,es ZT es? 
2 $35 a 2. om th “hy ! attended res deceased from. + neo Fee 1% f that ! last saw the deceased 
aLraee 
26 Pa HINO Nc fot a Set ee LG, We “___, and that death occurred at_‘ CA f fram the causes, and an the date stated above. 
1 =o Bo "ADDRESS po city or fown, yfte) ae DATE SIGNED 
4200. ACTUAL we C Mo STP; 
“3 ws5 SIGNATUR 4 Eee ws £ S Mat rd ee ee iy Bee 
a C fez, Fae x 
z 5 PHYSICIAN'S VA foverlev heft 
Z ££ NAME (Type) Mss < Pree: Mat o7 v 
a ae ‘220. BURIAL, CREMATION, | 22). DATE THEREOF ‘Wc. NAME OF pa OR CREMATORY ‘Wd. LOCATION (City, town, of county) {Stote} 
fp be SOALBL. FREBER LCA Co “ab 
Ee, at EAL LL POLE Y 2d t a 
Pie 23. FUNERAL DIRECTOR'S ae: ses A = REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
Vs AIS (4) Wy a 
18M 9758 NN WUZZZ7 Lt. Sd ILL’ ay DATEMAY 2.3 '61 Cthun & Hnsad 
. o 
~ 


a ted MARYLAND STATE DEPARTMENT OF HEALTH 


is 4 3 { ~ DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 
~ os Ae ws cand CERTIFICATE OF DEATH a 
£8 1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
s 8 3 ) 0. COUNTY ieaiuaro 9. STATE b. COUNTY 
| 32 Carroll ‘o Maryland Baltimore 
= 6 b. CITY OR TOWN {If autside corporate limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
ee RURAL ond give neorest town) a x. 
2 23 " vkes l mo. 5 4 ( ad one 
= 2 14 d. NAME “OF HOSPITAL ‘F not in hospitol, give street add: d. STREET ADDRE! RESIDENCE 
3 = O/ OR INSTITUTION Se : fs © Bee PARME 
~ b> ' 
» Springfield Hopsital 3027 Balder Avenue ves O No 
3 2 
2 5 3. NAME OF Fint Middl 4. DATE ¥ 
= 2 NAME OF irs idle Lost ba Month Day feor 
are (ype print) Thomas Harris Gaskins, Sr. | ott Ma; 5 1961 
= 2 y 5. SEX 6 COLOR OR RACE | 7. MARRIED (C] NEVER MARRIED [] | 8. DATE OF BIRTH 9. AGE [In yeors |IF UNDER 1 YEAR] IF UNDER 24 HRS 
g3 J tost birthdoy) [Months] Days | Hours | Min, 
Male White WIDOWED Bg divorced [] 12-18-75 ass 
a 100. USUAL OCCUPATION (Give kind of work done} 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
a most of working life, even if retired) 
tter - North Carolina U.S.A. 
13. She NAME 14. MOTHER'S MAIDEN NAME 
Ellen Wheeley 
1S. WAS DECEASED EVER IN U. $. ARMED FORCES? |16. SOCIAL SECURITY NO. |17, INFORMANT Address 
(Yes, no, or unknown) {IF yes. give war or dates of service) 
|_yes ke sh_Ameridan War - pringfield Records 
1B. CAUSE OF DEATH [Enter only one couse per line for (0), {b}, ond (c)-} INTERVAL BETWEEN 


PART |. DEATH WAS CAUSED BY: ONSET AND DEATH 
, _. IMMEDIATE Cause (o)__ Bronchopnevmonia days 
TX DUE TO 


Cenditions, if ony, which = 
gove rise to immediote 

couse (0), stoting the under- (| OUE TO 
lying couse lost, a 


4 Paat Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1 19, eS Reet 
= 
5|__Schizophren on, paranoid tyne, ves) NO) 
= 200. ‘ACCIDENT WAS UNDERLYING OM 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port I or Port Il of item 1B.) 
= OR CONTRIBUTING L] CAUSE OF DEAI 
© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
S 
& [20c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) (Stote) 
a Hour o. m. While Nahwiile. foctory, street, office bldg., etc.) ! 

(é 2 p.m, 19 Jet work ] ot work [] \ 


21.1 certify that (I) (this haspital) attended the deceased fram... Mareh_30,_, 19.61, ita May _ 19.93, that {l) (we) last 
saw the deceased alive an.___May 54.19 61. and that death occurred oL3 1, A¥ln the causes and an the date stated abave. 


DIRECTOR: After this certificate has been signed by the attending physicion and completely filled 


poge 3 snauld be detoched for use os the burial-tronsit permit. Then please remove carbon popers. 


ined by the haspita! ar attending physician. 


the State Board of Health prior ta burial, crematian, ar remaval, ond in any event, within 72 hours ofter deoth. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires thot the deoth certificate be executed wi 


220, SIGNATURE hi eNeD 
| | Capel, Lol) Hid nol BE" Noon HME May 5, 1961 
u ‘22. PI Rees 22d. ADDRESS 
» Oigastin_de1 Compo, ¥.0. Springfield Hospital, Sykesville, Md. _ 
23a, BURIAL, teen 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATOR’ 23d. CATION (City, town, or gpunty) (State) 
2= AY Sur oS 4 MoE [Anp Memorru! Mew aftimoriz Leo 
J \~\ [ 24. FUNERAL DIRECTOR'S SIGNATURE ADDRESS A 250. REC'D BY REGISTRAR 25b. REGISTRAR'S SIGNATURE 

wasp © | Chas FE Luans+ Sov P50Z Map Ford Wel low '61 | Catan S Kinua 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 


ean 


5436 v5428 


RECTOR: After this certificote hos been signed by the oftending physicion and campletely fille: 


ed by the haspital or ottending physician. 


~ se 
® 3 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission} 
& 8 7 ©. COUNTY nao: b. Sou 
"3g Carroll Maryland arroll 
= fog BI CITY ORTOWN If outside earporoailiit, te Ye, LENGTH'OF STAYIN IB: Kc. CITY OR TOWN (H cutie corporat limit write RURAL ond give nearest town] 
3 2 RURAL and give Get a 
2 Sz rural-— Sykesville life _rural- Sykesville 
2 £ 4 oe ee ion {IF not in hospital, give street address) d. STREET ADDRESS ©. 1S eye 
°o gto ON A FARM’ 
mp? AX # 3 R.D. # 3 ves () NOR) 
ox 4 
|. NAME OF First Ye 
S nes ies Month Day ‘ear 
7 Typeorpin) §—T. AMES F, Y___20, 1964 
é 5. SEX 6. COLOR OR RACE |7. MarRieD Et NEVER MARRIED] B. DATE OF BIRTH \~ 9. AGE Meare IF UNDER 1 YEAR| IF UNDER 24 HRS. 
lost Birthday) Months} Days Hours Min. 
= colored |wowe O pivoRcED [} 10-12-1 880 8 yrs. “ 
or 10a. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
g during most of working life, even if retired) 
« laborer farm M U.S. 
3 13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
8 
8 Timothy Gassaway Eliza Williams 
8 15, WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT ‘Address 
€ (Yes, no, of unknown) (Nf yes, give wor or dates of service) 
e no | == none Mrse Kable Gassaways same 
2 18. CAUSE OF DEATH [Enter only one cause per line fo¥ (a), [b). and, (c).} E INTERVAL BETWEEN 
a PART |. DEATH WAS CAUSED BY: /, f, Ne 
§ IMMEDIATE CAUSE (0) line Liber Aecrrp ht the ca ae DOr ek = 
= Sf \e DUE TO sf my SS ; 
Conditions, if any, which tb L ELBA 


gove rise to immediote 
couse (a), stating the under- 
lying couse lost. 


7h 
hale fe. 


r 


of q, fn. er ,. t F 
YALE Kets b& PMNS FEF Lert , 


onsit permit. 


dake te.CbCt Keto 


Paar Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING T@ DEATH BUT NOT RELATED TO TORTI DISEASE CONDITION GIVEN IN PART 1{a}]19. WAS AUTORSY 
qT ( yess] Noy 


200. ACCIDENT WAS UNDERLYING [] 
OR CONTRIBUTING [] CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 


foctory, street, office bldg., Gia) 


MEDICAL CERTIFICATION 


at a: that (I) (this-hespital) ; attended the deceased fram... 2% 


208. PLACE OF INJURY (Home, form, | 20f. (City or town} 


200. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in Part | or Part II of item 18.) 


{County) {State} 


19.62, that (I) we} last 


ioe rr Causes end ra the date stated abave. 


saw the deceased alive an 


afl. ee ab é/, and that death accurred siz 
a. SIGNATURE a Oy 
Xtc es feat yercdey io abe ait 


STAFF 
PHys. 1) 


[3 Zo. Efren 


22c. PHYSICIAN'S 
NAME {Type} 


22d. ADDRESS 


zs M.D. | PHYS DIRECTOR 
Sez ber é ) Ku we GLK. 


cA 


OSPITAL OR ATTENDING PHYSICIAN: The low requires that the deoth certificote be executed within 24 
poge 3 shauld be detoched for use os the buri 


the State Board af Health prior to burial, cremotian, or removal, ond in any event, within 72 hours ofter deoth. 


23a. Lilet Ste 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) (Stote) 
Prd 
oe BORTAL” | 5-23-1961 | White Rock Carr 
- & > 24. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 25a. REC'D BY REGISTRAR | 2Sb. REGISTRAR'S SIGNATURE 
i 
Yen oe ‘{_. M. Waltz, _Winfield, Md. oasenY 2.3 ’61 Cirktoun fh Famat 


all 


by the funeral director, 


Pages 1 and 2 shauld be filed with 


the State Board of Health prior to burial, crematian, ar removal, and in ony event, within 72 hours ofter death. 


ours after death. Page 4 


v. 


Then please remove corban papers. 


te has been signed by the ottending physician and completely filled 
ransit permit. 


he bur: 


IRECTOR: After this certifi 


a 
a 
© 
= 
= 
3 
> 
Fe 
ry 
2 
3 
® 
a 
2 
5 
x. 
o 
8 
3 
° 
& 
7° 
° 
= 
) 
= 
. 
= 
= 
z 
= 
® 
= 
ce 
3 
< 
g 
a 
‘4 
x 
a 
o 
z 
fy 
z 
a 
iS 
< 
x 
° 


< 
2 
‘=, 
ES 
= 
a 
D 
E32 
a) 
e 
rh 
i) 
5 
3 
S 
58 
2 
2 
--! 
> 
=) 
< 


"4 
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TO FUN 
page 3 should be detoched far use os 


TO HOSP! 


i 


MARYLAND STATE DEPARTMENT OF HEALTH 


E & 3 ‘4 DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 
Vv 


CERTIFICATE OF DEATH 


5429 


1, PLACE OF DEATH 
a. COUNTY 


Carroll 


MARYLAND 
b. CITY OR TOWN (if outside corporate limits, write 
RURAL and give nearest tawn) 


c. LENGTH OF STAY IN Ib 
Rural - Sykesville 2 yrs. 20da; 


2. USUAL RESIDENCE (Where deceased lived. If institutian: Residence befare admission) 


eet Maryland ® COUNTY Montgomery 


c. CITY OR TOWN {If outside corporate limits, write RURAL and give nearest 


Silver Spring 


<d. NAME OF HOSPITAL (IF nat in hospital, give street address) 
OR INSTITUTION 


d. STREET ADDRESS 3. 1S RESIDENCE 
ON A FARM? 


210 Indian Spring Drive ves (NO 


" DECEASED 
{Type ar print) 


Blanche Charlotte 


lost 4. DATE Month Day Year 


GOODELL | Blam MAY 10. 160 


ri 


5. SEX 6. COLOR OR RACE 


White 


7. MARRIED [[] NEVER MARRIED [] | 8 
wioowep Py Divorced [] 


Female 


Va 


10a, USUAL OCCUPATION (Give kind of work dane|10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote ar foreign country) 


during mast af warking life, even if retired) 


Practical Nurse - Housewife 


DATE OF BIRTH 9. AGE (ln yoors [IF UNDER 1 YEAR/IF UNDER 24 HRS. 
ithday) | Manths| Da: H = 
gO Ue vs | Hours 


2-25-1881 
12. CITIZEN OF WHAT COUNTRY? 


U.S.A. 


Towa 


13. FATHER'S NAME 


James C. Hill 


14. MOTHER'S MAIDEN NAME 


Mary Jane Ball 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? I“ SOCIAL SECURITY NO. 


Ye. fie ‘unknown | (f yes, give wor or dates of service) 578~30-)687 


17. INFORMANT 


Hospital Records 


Address 


18. CAUSE OF DEATH [Enter only ane cause per line far (a), {b), and ().} 


PART |. DEATH WAS CAUSED BY: 
Asphyxia 


IMMEDIATE CAUSE (a). 


INTERVAL BETWEEN 
ONSET AND DEATH 


S/ LX DUE TO 


Conditians, if any, which rm 


Occlusim of trachea and bronchi with 


gove rise ta immediate 
cause (a), stating the under- ( DUE TO 
lying cause last. o 


Chronic rheumatic 


heart disease Years 


Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a)|19. Peed AUTOPSY 


ERFORMED? 


kta Pgerebral arteriosclerosis, with psychotic reaction.| ‘%) NoO 


YING 
‘OR CONTRIBUTING C] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20b. DESCRIBE HOW INJURY OCCURRED. 


(Enter nature af injury in Port | ar Pari Il af item 18.) 


20c. TIME OF INJURY Manth, Day, Year | 20d. INJURY OCCURRED 


Hour a. m. i Not while 
D0 ot wark 


MEDICAL CERTIFICATION 


2e. PLACE OF INJURY (Home, farm, | 20F. (City ar tawn) 
foctary, street, office bldg., etc.) ! 


(County) {State} 


. 19.59, ta. 


22. DATE 


STAFF SIGNED 


PHys. 20) 


MM (ve"|_T1se Kamm, M. D. 


Springfield State Hospital 
Sykesville, Maryland. 


ADDRESS: 


23d. LOCATION (City, tawn, or caunty) 
healeg Md 


250. REC’D BY REGISTRAR 25b, REGISTRAR'S SIGNATURE 


(State) 


= BE8- Gt re 


DATE MAY j Z 164 


MARYLAND STATE DEPARTMENT OF HEALTH 


s, o DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 
43 CERTIFICATE OF DEATH 65430 
). Me send tatoel 2 pede a ails (Where deceased ee ee Residertce befare admission) 
Carroll MARYLAND Maryland CS Beltvo.ity” 
b. peaiows ee iti corporate limits, wrile NGTH OF STAYIN Ib ||. c. CITY OR TOWN (If outside carporate limils, RURAL and give nearest lawn) 
ykesvilie tree Ks Woodbine 


d. NAME OF HOSPITAL (If not in hospital, give street address} d.SSTREET ADDRESS i IS RESIDENCE 


= 


the funerol director, 


OR INSTITUTION ON A FARM? 


Springfield State Hospital - yes] Noo 


. pees First Middle Lost * Month Day 


fips crea Suzanne Alethea Wise Goodrich BE ial 7 19Ge 


S. SEX 6. COLOR OR RACE | 7. MARRIEGH] NEVER MARRIED [] |8- DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR| IF UNDER 24 HRS. 


Female White Mieawen al pivorceD [] a wy 15; 1887 ‘4, deal Manths| Days | Haurs Min. 


10a. USUAL OCCUPATION (Give kind of wark done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State ar fareign country) 12. CITIZEN OF WHAT COUNTRY? 
during mast af warking life, even if retired} 


Cashier - Maryland U.S.A 
13. FATHER'S NAME 44, MOTHER'S MAIDEN NAME 
William Wise Margaret Tucker 
* WAS sa ied D;'S., coulis CoRce sy 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
fas, no, of unknown} Ulf yes, give war of dates of service) 
Ne ola $19=1h-185 Springfield Hospital Records 
18. CAUSE OF DEATH [Enier anly ane cause io line for (a), (b), and (c)-] eueResh SeTTER 
Pant. Dearis was causen ay [M1 ye ee ht Pafere HOW ays 
) i DUE TO 
A el | ° 
Canditions, if ony, which ies Covreuar eeeluli mw 


gove rise ta immediate paere: 
ee ec te ae te 
C.BUB LaaSOes WHEN CERSDE SE SHEE OB EE HOBIE, WH TH PUP AHOLES POMOLLEN SA") ” Fenrcenatr 


Yes] NO 


re 


d 


Then please remove carban papers. Pages 1 and 2 shauld be filed with 


death. 


the attending physician and campletely filled 


I-transit permit. 


200. ACCIDENT WAS UNDERLYING () 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part | ar Part Il of item 18.) 
‘OR CONTRIBUTING (1 CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


j20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED — | 20e. PLACE OF INJURY (Hame, farm, ; 20f. (City ar lawn) (County) (State) 
Haur a. m. While Not while factory, street, affice bldg., eic.) | 


p.m. lat work [1] of work [1] 
21. 1 certify that (I) (this hospialy attended the deceased fram..Mareh 17, _. = , that (I) (we) last 


saw the deceased alive an__’ i and that death occurred at 2M, fein the causes and an the date stated above. 
Za. SIGNATURE ‘2b. DATE 

ATTENDING MED STAFF SIGNED 

M.D. | PHYS. Director (] PHYS. CX 


22d, ADDRESS 


Springfield Hospital Sykesville, Md. 


MEDICAL CERTIFICATION, 


id be detached far use as the buri 
the State Board of Health prior to burial, crematian, ar remavat, ond in ony event, within 72 hours aft 


ined by the haspital ar attending physician. 
DIRECTOR: After this certificate has been signed by 


¥ 


page 3 


23d, LOGANON (City, town, arcaunty) 
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ite be executed within 24 hours after death. Page 4 


‘ical 
te has been signed by the attending physician and campletely fille: 


Then please remave cap’ 


, crematian, ar remaval; and in any event, withi 


nding physician. 


: After this certifi 


d by the hospital ar ot 
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MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 05431 


b. Cl 


2. USUAL RESIDENCE (Where dec; lived. If institutian: Residence befare admission) 
MARYLAND: Sani a 


¢. LENGTH OF STAY IN Ib 


j AA- 


A FARM? 


yes] No Of 


d. STREET ADDRESS e. on RESIDENCE 


Sat MA 


‘T3. NAME OF ist Middle tea 4. DATE Buy Yeor 


DECEASED R “ OF 
(Type or print) t CH4RLD i Fo y, 7 DEATH Ke es 
5. SEX 6. COLOR OR RACE |7. MARRIED [L] NEVER MARRIED [_] |B. DAVE OF BIRTH 9. AGE (In years FUNDER? ‘fe IF UNDER 24 HRs. 


uU h i, ighday) “Manths] Days | H Min. 
A ile. ; winoweD DX pivorcep [] Poea#- SL a ne ys | Haurs if 
11, BIRTHPLACE (State ar Sr 


10a. USUAL OCCUPATION (Give kind af wark dane|10b. KIND OF BUSINESS OR INDUSTRY ‘eign country} 12. CITIZEN OF WHAT COUNTRY? 


Aung jast af warking Ure seven if retises!) Z iS 


13, "ATHER'S NAME 14. MOTHER'S 


) 


Ti Ad 
15. § DECEASED EVER IN U. S. ED poses 16, SOCIAL SECURITY NO. 7. INI 
{¥¢s,{no} or unknown) | (IF yes, give wpr gr dates of vervice) [bebaig Uc. [ Ke 


Ubelieg 


1B. CAUSE OF DEATH [Enter only one cause ae line Far (a), (b), and (c}. L BETWEEN 
ONSET AND DEATH 
PART I. DEATH WAS CAUSED BY: 
‘ ai CAUSE (a). 


DUE TO 4 g Yr % 
wot AS of which if 2 eee sae , Ze 


t diate 
gave cise ta immediate ee 


cause (a), stating the under- Pe 
lying cause last. wa Qeernbnyh Lhaine & (got 
Part Il. OTHER SIGNIFICANT aor Ss CONTRIBUTI TO DEATH BUT NOT RELATED TO THE TERMINAL DI: 


[ASE CONDITION GIVEN IN PART I{a)|19. WAS AUTOPSY 
PERFORMED? 
yest] nol] 


200. ACCIDENT WAS UNDERLYING [) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | ar Part Il of item 1B.) 
OR CONTRIBUTING (1) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Manth, Day, Yeor | 20d. INJURY OCCURRED 200. PLACE OF INJURY (Hame, farm, 1 20F. (City ar tawn) (County) (State) 
Haur a.m. While Not while factory, street, affice bldg., oe 
p.m. 19 lat wark [7] ot work 


21.1 certify that (I) (this haspital) ea, the deceased fram..._.27 5 &_. 19. to 75 2 A wll, that (I) (we) last 


saw the deceased alive an__/_ @ 7/t&y_ 9.6, and that death accurred atZ'gfM, from the causes ‘and an the date stated abave. 


Na. SIG - 2b. DATE 
ATTENDING MED. STAFF SIGNED 
MD. DIRECTOR PHys. 
Tic. PHYSICIAN'S 


Gl ADDRESS 

NAME (Type) &. 

we atte, ro ALL ty. Deck. 
23g, BURIAL, CREMATION, | 23b. DAZE THEREOF ‘23g, NAME OF CEMETERY OR CREMATORY 23d, ICATION [City, tawn, gr sounty} tate) 
7) REMOVAL {Searyy) , f ind ra) 
isa ezel WMG lirnece Cells , 


24, FUNERAL DIRECTOR'S SIGNATURE ADDRESS. 250. REC'D BY REGISTRAR 25b. REGISTRAR'S SIGNATURE 


NV Or ore, (3 VAD PAA 1409 6} nk DATE MAY 2 3 '61 Cittan db, Pine 


MEDICAL CERTIFICATION, 


—t 


hours after death. Page 4 
by the funeral directar, 
nd 2 should be filed with 


4 


Pages 1 


Then please remave carbon papers. 


, Cremation, ar remaval, and in any event, within 72 hours after death. 
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DIRECTOR: 
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MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND \ 5 4 fay 9 
04 


ava? CERTIFICATE OF DEATH 
1, PLACE Of DEATH 2. by. ses stale (Where deceased lived. If institutian: Residence befare odmissian) 
a. 


a. COUN Carrell Ce. MARYLAND Ma. b. COUNTY = Vy C { 


b. CITY OR TOWN (If outside corporate limits, write | c. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest tawn) 
RURAL ond give nearest tawn] 


Weedbine 4 yre. alt 3711 Secend St. 


<q 
> 


d. NAME OF HOSPITAL (If not in hospitol, give street oddress) d. STREET ADDRESS e. IS RESIDENCE 
ON _A FARM? 


OR INSTITUTION cA 
Weitzel Nursing Heme Baltimere, Maryland ves (] No 


3. NAME OF First Middl 4. DATE 
Nag oF irs idle Last Manth Day 


(Type ar print) James Presten Graves Sr. Beata May 13, 1961 


S. SEX 6. COLOR OR RACE |7. MARRIED [[] NEVER MARRIED [[] | 8. DATE OF BIRTH 9. AGE {In years [IF UNDER 1 YEAR] IF UNDER 24 HRS 
last birthdoy) [Manths| Days | Hours | Min. 


Male White wipoweo K] oworceo(] | Sept. 17, 1878 B82 ys. 


10a. USUAL OCCUPATION (Give kind of wark dane] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote ar fareign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 


Watchman Maritime Virginia U. S/ 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


Unknewn Unknewn 


1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17. INFORMANT Address 


Yes, 90, oF unknown) {IF yes, give war or dates of service) 
Mrs. Clara Seibert S711 Secend St, Balte 25, Ma 


Ne 
18. CAUSE OF DEATH [Enter only ane cause per line for (0), (b), and (c)-] INTERVAL BETWEEN 


PART 1. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (a), 


é ¥ | wd é DUE TO 


= € 
Conditions, if any, which wo 


gove rise ta immediate 
cause (0), stoting the under. (| OVE TO 
lying cause lost. {c) 


Part Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o}|19. wee 


yes (] NO ry 


‘20a. ACCIDENT WAS UNDERLYING [) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part | ar Part I! af item 1B.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year |20d, INJURY OCCURRED  |20e. PLACE OF INJURY (Home, farm, | 20F. (City ar town) (County) (Stote) 
Have 0. m. While MatRahate. foctory, street, affice bldg., etc.) ! 
Pam. 19 fot work [7] of work ‘ 


MEDICAL CERTIFICATION, 


saw the deceased alive an_{. 


22a. SIGNATUI “ 2d. Ee 
ATTENDING MED. STAFF = 
‘3 me : Hue as M.D. | PHYS. W BBeoe OD PHys. May 18, °"4¢1 
22. NAME (ty hi 22d. ADDRESS x 
ype) 
Heward &, Hall 


230. BURIAL, CREMATION, | 23b. DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, tawn, ar county) 


Burial” | May 16, 1961 | Glen Raven Mem, Pk, Glen Burnie, Maryla 


date ore 


24, JERAL DIRECTOR'S SI ATURE ADDRESS 2$a. REC'D BY REGISTRAR 2Sb. REGISTRAR'S SIGMATURE 
[ Pe 4001 Ritehie Hwy. (25) |oaHAY 18 '61 | Coiba Tanna 


Geerge Gence 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND (549° 

5441 _ CERTIFICATE OF DEATH 433 

1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence befare admission) 
a, COUNTY Carroll make ° STATE Maryland b. county Caroline V 


b. CITY OR TOWN (If outside corporote limits, write c, LENGTH OF STAY IN 1b c. CITY OR TOWN (If autside carporote limits, write RURAL and give nearest town) 
RURAL ond give nearest town) 


Henryton 8g days Denton oO oX- 


d. NAME OF HOSPITAL (If na? in hospital, give street address) d. STREET ADDRESS ie 1S RESIDENCE 


al 


y the funerol directar, 
id 2 should be filed with 


‘OR INSTITUTION ON A FARM? 


Henryton State Hospital 510 Lincoln Street ves] NOXE 
|. NAME OF First Middle Last, 4. DATE Month Doy Yeor 
DECEASED OF 
{Type oF print) Milford Greenfield | oF, May 19 tl 
S. SEX 6. COLOR OR RACE | 7. MARRIED [_] NEVER MARRIED Oo B. DATE OF BIRTH %: ee fic gare IF UNDER } YEAR| IF UNDER 24 HRS. 
lax birthday) | Month: a 
Male Negro wivoweo [] pivorcen Fe] -4.0 i pr lanths| Days | Hours | Min 
10a. USUAL OCCUPATION (Give kind af work done} 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State ar foreign cauntry) 12. CITIZEN OF WHAT COUNTRY? 
during mast of working life, even if retired) i. 
Seven Springs, Maryland| U. S. A. 
33. FATHER'S NAME 14, MOTHER'S MAIDEN NAME - la 
e 
unknown Pearl Greenfi 


1$. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY al INFORMANT Address 


eae ade ft egies “ge” 31-05-8336 | Mikford Greenfield-Patient 


18. CAUSE OF DEATH [Enter only ane cause per line for (0), {b), and (c)-} INTERVAL BETWEEN 
PART |. DEATH Was CauseD BY; Carcinoma of the Lungs with Metastasis 


IMMEDIATE CAUSE (a), 
/ 6 2 wa DUE TO | 


Conditions, if any, which (b 
ght a J— 
Gove rise to immediate, 0 1 | 


urs ofter death. Page 4 


» 


IRECTOR: After this certificate has been signed by the attending physician ond campletely filled 


Pie 


Poges | an: 


mafte death. go, 
. a 


Then please remove carbon papers. 


cause (a), stating the under- 
lying cause last. () 
Pant Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)| 19. Was AUTON SY 


yes(] not] 


OR CONTRIBUTING (] CAUSE OF DEATH 


20a, ACCIDENT WAS UNDERLYING 1 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture af injury in Part | or Port I! of item 1B.) 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


O 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED —[20e. PLACE OF INJURY (Home, farm, | 20f. (City ar town) (County) (State) 
Hour a. m. i Not while foctary, street, affice bidg., etc.) | 
Pm. ot work { 


MEDICAL CERTIFICATION 


21. 1 certify that (I) (tbe hospital) crear’ the, “] that (I) (we) last 
ay 


: 
saw the deceased the causes and an the date stated abave. 
220, SIGNATURE ‘2b. DATE 


ATTENDING MED. STAFF INE! 
__pirecror Ps. 5-18-31 
2c. PHYSICIAN'S 72d. ADDRESS 


NAME (Type) Edgars M. Maculans Henryton State Hospital, Henryton, Md. 


230. BURIAL, meas 23b. DATE THEREOF 5 307 ft Sa 23d. LOCATION {i ity, town, or county) 
REMOVAL (Specify} 35772 is 9 oe 
So BAr es YUU Lap awe! a aaa ; l 


7 4S 24, FUNERAL DIRECTOR'S SIGNAT| ADDRESS. 250, /REC'’D BY REGISTRAR | 25b. REGISTRAR'S SIGNATURE 
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MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH ‘ 
|] 1. PLACE OF wea D662; 


2. USUAL RESIDENCE (Where deceased lived. If institution: Residence befare admission) 
a. STATE 


Carroll MARYLAND ; Maryland b COUNN’ Bal toscity za 
b. ‘ee OR Joy (IF ees aaa limits, write] ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside carporate limits, write es give nearest pale 
eee Ss 
‘Sykesville 2yrs.2mos.12days Baltimore 2h 


d. NAME OF HOSPITAL (If nat in haspital, give street address) d. STREET ADDRESS e. IS RESIDENCE 
OR_INSTITUTION. ON A FARM? 


Springfield State Hospital 615 S. Lehigh Street ves [] No DX 


3. NAME OF Fi idl 4. DATE 
postal irst Middle last Manth 


Da Year 
(Type ar print) Anna Burdach Gulas Beata May 30 : 19 61 


S. SEX 6. COLOR OR RACE iE MARRIED [[] NEVER MARRIED [] | 8 DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 


renate | White |wioowete — ovorceo tj | July 26, 1879 eel | 


100. USUAL OCCUPATION (Give kind af work dane 10b, KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote ar foreign cauniry} 12. CITIZEN OF WHAT COUNTRY? 
during most af working life, even if retired) 


Housewife U.S.A. 


13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


Alexander Burdach Anna Laslo 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17. INFORMANT Address 


T¥as, no, oF unknown) lit yes, give war or dates of service) 
No | - - Springfield Hospital Records 


18. CAUSE OF DEATH [Enter only ane couse per line for (0}, (b), ond (c).} INTERVAL BETWEEN 


) : ae AND DEATH 
PART |. DEATH WAS CAUSED BY: 
_ IMMEDIATE CAUSE (a) (ie ee ile wh: rr | ‘uy aes 


U3. C DUE TO 
Conditions. if 4 whe wo OF OLE Owe bien te oer ne Se Ysa 
gore rise to immediow | ie rg i) 


al 


Page 4 


i 


by the funeral director, 
ind 2 should be filed with 


4 hours ofter death. 


»: 


Pages | 


n, Or remaval, and in any event, within 72 haurs after death. 


Then please remave carbon popers. 


couse (a), stating the under. 
lying couse lost. te 


Cc s B fans Se6cks rs i Ba TIONS ae RS io DEATH wey & 9k Be Ca ey ett thiaikel CORPA IE PRR IN PART T(a}|19. ney apa 


ves] no] 


200, ACCIDENT WAS UNDERLYING [1] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Part Il af item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED 200. PLACE OF INJURY ([Hame, farm, 120, {City or town) (County) (State) 
Hour 0. m. i Not while factory, street, office bldg., a 


p.m. at wark 


MEDICAL CERTIFICATION, 


389 May 30, - 19-94, thot (I) (we) last 


irom the causes ond on the dote stated obove. 
Ta. SJGANATURE ‘72. DATE 


one ss LN Laser fre [APO oy MRooo Taw 5/30f8t 
2c. PHYS IAN'S. —_— 72d. ADDRESS. : oy 
yee] Agustin delCampo, "M.D. Springfield a yMd. 
230. BURIAL, Ce onetiaaa 23b. DATE THEREOF 3c. NAME OF CEMETERY OR_CREI tel LOCATION, (Ci town, or Ve, {Slate} 
ane. Peas Ay! 196) bes: Suusct FE PF Com @ Jae ee | Vi 
ERAL DIRECTOR'S SIGDATURE ADDRESS. 25a. REC'D BY REGISTRAR Wb. aa '$ SIGNATURE 
cogon Ht. 85 5 Upthn, 4 pawtUN 7 61 lotlet PP 


ined by the haspital ar attending physician. 
L DIRECTOR: After this certificate has been signed by the attending physician and campletely fille 


4 


page 3 Shauld be detached far use os the burial-transit permit. 


the State Board af Health priar to burial, crem 


may be. 
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MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


5443 CERTIFICATE OF DEATH BA9 


1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived. If institution: Residence before adniitsion) 
. COUNTY a. STATE b. COUNTY 4 


MARYLAND 
J O Mary land @altimore 
b. CITY OR TOWN {If outside corporote limits, write | ¢. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporote limits, write RURAL ‘give neares! town) 


RURAL ond give nearest town) 


ke sy a Uyr.@mos 
d. NAME OF HOSPITAL (If not in hospital, give street address) d. STREET ADDRESS e. 1S RESIDENCE 
OR INSTITUTION ON A FARM? 


oringfield Hospita 2803 Goodwood Road Yes (No 69) 


@|3. NAME OF First lost 4. DATE Month Year 
DECEASED OF 


freon pani) Ida Hanson DEATH May 4 __1961 


S. SEX 6. COLOR OR RACE |7. MARRIED [-] NEVER MARRIED [1] | 8 DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
lost birthdoy) | Months] Doys | Hours | Min. 


Female White WIDOWED. fd Divorced [] 7-10-72 BS yn. 


10a. USUAL OCCUPATION (Give kind of work done|10b. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE {Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 


Housewife by orvay Barron (/SH 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


)} Uninewn— _ Sy Son Unknown 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. }17. INFORMANT Address 


(Yer. no, er unknown) | UF yes, give war or dotes of service) 


_ Springfield Medical Records 
“]1B. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c).] INTERVAL BETWEEN 


PARTI: DFATIMMEDIATY Cause (o)___ Bilateral bronchopneumonia. Days. 


oe: 


By the funeral director, 


ours after death. Page 4 


» 


Q 


Pages 1 and 2 should be filed with 


the State Baard af Health prior ta burial, crematian, ar remaval, ond in ony event, within 72 hours after death 


ian and completely filled’ 


Then please remave carban papers. 


L}- /« AK DUE TO | 
Conditions, if ony, which Chronic rheumatic heart disease, 
gove rise to immediore( | 


couse (0), stoting the under- 
lying couse lost. {¢) 


Past Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0}|19. wees 


MED? 


B s h e brain disease with psychotic reaction ves (No C] 


B fa ocia g J, 

20a. ACCIDENT WAS UNDERLYING [1] DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 
OR CONTRIBUTING [] CAUSE OF DEATH 

(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY iHome, form, T20F. {City or town) (County) (Stote) 
Hour 0. m. While Notiwhile: foctory, street, office bldg., etc.) | 
jot work [] ot work 1 
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MEDICAL CERTIFICATION 


21. | certify thot (I) (this hospital) attended the deceased from . 19.59, 10 5-LA—_..19. 61, thot (1) (we) last 


saw the deceosed olive on... 5m} 4nm6],19.__... and that death occurred 8.30PM, from the causes ond on the dote stated above. 
2. DATE 


22o. SIGHARURE 3 
Clatihr cel Cain wo PEO Wooo Me may a, 1968 


2c. PHYSIC}AA'S 22d, ADDRESS 


: After this certificate has been signed by the attending phys 


ined by the hospital or attending physician. 


L DIRECTOR: 
page 3 should be detached for use as the burial-transit permit. 


SPITAL OR ATTENDING PHYSICIAN: 


¥ 


230, BURIAL, CREMATION. | 23b. DATE THEREOF ‘23c. NAME OF CEMETERY OR CREMATORY 2d. LOCATION (City, town, or county) (Stote) 


EMOVAL (Specify) 5, 
[34 ii [FICK UKOD BALT UMN 0 © LI) a 


Rr p 
24, 4 i oi pooeessy J 25a, REC'D BY REGISTRAR | 25b, REGISTRAR'S SIGNATURE 
ILL F o LN GT Y 4 4 pate MAY 1 8 ’61 Oth BME 
7 j ae 
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MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND G iy A 3 5 
& 


0444 CERTIFICATE OF DEATH 


1 le OF DEATH 2 oa RESIDENCE (Where deceased lived. If institution: Residence before admission) 
. COU! 


? b. COUNTY / 
Carroll BEREAN Maryland Balto, City “ 
b. CITY OR TOWN (If outside corporote limits, write | c. LENGTH OF STAY IN Ib c. CITY OR TOWN {IF outside corporote limits, write RURAL end give pores ree) 
RURAL ond give nearest town) . 2 
Sykesville 28yrs,3mos.9days Baltimore St / 3 


‘d. NAME OF HOSPITAL (If not in hospitol, give street oddress) d. STREET ADDRESS os (RESIDENCE 
OR INSTITUTION A FARM? 


Springfield Hospital 220) E. Lombard Street, | =O 10m 


. NAME OF First Middle tost 4. DATE Month Day Year 
DECEASED 


(Type or print) Christian Hoffman DEATH May 29, 1961 


S. SEX 6. COLOR OR RACE |7. MARRIED [_] NEVER MARRIED Oo 8. DATE OF BIRTH 9. AGE ttl IF UNDER 1 YEAR] IF UNDER 24 HRS. 


Male White  |wioowe Q DIVORCED [J January 29, 1903 OB yrs. 


10a. USUAL OCCUPATION {Give kind af work dane! 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stole or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


al 


by the funeral digector, 


\d 2 shauld be 


¥. 


4phours after death. Page 4 


. Pages 1 


id campletely filled 
jours after death. 


appears life, even if retired) Maryland U.SeA. 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 

Frank Hoffman Annie Kress 
va WAS peer U.S. seapicros _ 16. SOCIAL SECURITY NO. |17. INFORMANT Address 

Se otscoC ds Hib: yeargua oar odeke staerien 
Ni - - Springfield Hospital Records 
18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c)-] RRL RETR EEN 
PART 1. DEATH WAS CAUSED BY: Cc. * 2 
Hy IMMEDIATE CAUSE (0) arcinoma of the liver 
DUE TO 


colo 6 ony, ed. (b) 
gove rise to immediote | 


éve carboh papers. 


the State Board af Health priar ta burial, crematian, ar remaval, and in any event, wi 


Then please rem 


couse (0), stoting the under. ( OUE TO 
lying couse lost. (a) 


Parr ll. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)/19. Hes Pesan oil 
Schizophrenic reaction, other and unspecified. eo) Noe 


20a. ACCIDENT WAS UNDERLYING C7 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH. 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


f20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20F. (City or tawn) (County) (State) 
Hour 0. m. While Not while factory, street, office bldg., etc.) ! 
p.m. at wark [} of work i 


MEDICAL CERTIFICATION, 


21.1 certify that (I) (this hospital) attended the deseased fram Marc® 7, 19.55, solfay 295 _____ 1982, that (I) (we) last 


saw the deceased alive an__/18¥ 1 and that death occurred at 8:50AMam the causes and an the date stated above. 
Mo. SIGNATURE 2%. DATE 


ATTENDING y STAFF ED 
CMD. | PHYS. OO bicror OPS, BO 5/ 29/ BE 
22d. ADDRESS 


Springfield Hospital, Sykesville, Md 


(Stote) 


ed by the haspital ar attending physician. 
L DIRECTOR: After this certificate has been signed by the altending physi 
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page 3 Yhauld be detached far use as the burial-transit permit. 


may 
TO Fur 


250. REC'D BY REGISTRAS | 25b. REGISTRARS SIGNATURE 


pareWUN 1 61 ithe £ Miah 


a8 TOH 


MARYLAND STATE DEPARTMENT OF HEALTH 


5 44 DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 
J 


CERTIFICATE OF DEATH vO436 


ad 


1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence befare admission) 
i o. COUNTY ai 


~ cs 
he 
% 5? 
gs 8 b. COUNTY 
= 38 Carroll MARYLAND Maryland S Washington 
£3 ri b. CITY OR TOWN (If outside carporate limits, write] ¢, LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest fawn) 
8 os RURAL ond age ul lot A aa 
3 52 Sykesville limos. 8days Hancock | 2 
be eo 4 d. NAME OF HOSPITAL {If not in hospital, th dd a . 1S RESIDENCE 
ae 29 ic AINE OF HOSPITAL (IF notin hospital, give street eddress d. STREET ADDRESS See 
7 2 Springfield State Hospital Route #1 ves FE NOD 
c 
» 5 3. NAME OF First Middle Lost 4. DATE Manth Day Yeor 
(aan DECEASED OF 
a2 3¢ (exerci) Henry Harry Hoffman DEATH May 23, 9 61 
= aos 5. SEX 6. COLOR OR RACE | 7. MARRIED [IF NEVER MARRIED [-] | 8. DATE OF BIRTH 9. AGE tn yeon Es 73 ne TaN 24 HRS. 
es jontt Min, 
E a cs Male White wipowep [] pivorcep [] March 28, 1886 72 yes. Bit oe | eae tM 
3 3 & 2 10a. USUAL OCCUPATION (Give kind af wark done} 10b. KIND OF BUSINESS OR INDUSTRY | 11. STR {Stote ar fareign country) 12. CITIZEN OF WHAT COUNTRY? 
g 3 o 3 during a ‘af warking life, even if retired) P a i. U S A 
o vere armer - ennsylvania eee 
= . 2 iN 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
es 
$ Be (1) John Hoffman Sophia Hebner 
= $62 Ts. WAS DECEASEDEVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT ‘Address 
= a 5 5 (Yes. no, oF unknown} UNF yes, give war or dotes of service) 
8 pfs No - - Springfield Hospital Records 
e £8 
5 g a fs 1B. CAUSE OF DEATH [Enter only ane cause per line far (0), (b), and (ch. INTERVAL BETWEEN 
so Sn A . 
®, Sie PART I. DEATH MEDIATE Cast o1_ACUte myocardial infarction Minutes. 
= 222 
= See of. Gi } DUE TO 4 
= 1225 Conditions, if any, which Coronary arteriosclerosis Years 
s Bes gave rise to immediote 
5 Sis couse (0), stoting the under. ( OUE TO 
fgte. lying cause last, to 
f6cs5 lyse cemteses tots 
Pt | ae z tT A. OTHER SIGNIFI f-eere RIBUTING TO DEATH BUT PO: He 5°, TERMINAL re SS eae NIN Bee Ifo)| 19. WAS AUTOPSY 
SRSES 2 c. Bis assoc. fe Pat arcerrose. Ler wa th psy Teaction pe 
ead. rv) 
2 £ ry 
Bioe Bis = | 200. ACCIDENT WAS UNDERLYING [}__|20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Port Il af item 1B.) 
ZSSe5 & | OR CONTRIBUTING L) CAUSE OF DEATH 
Zee. & | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
s | = 
2 ey & ]20c. TIME OF INJURY Month, Day, Yeor |20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, farm, 1 20f. (City ar tawn) (County) {State} 
Lat oe ta 3 Hour a, m. While Not while foctory, street, office bldg., etc.) | 
zsE72 = p.m, 19 lot wark [J] of work [J t 
E508 : F 5 
2 $35 & 21. | certify thot (1) (this haspital) attended the deceased from... anuary_15,,1960.  toMay:.23,_ Ae 1941, that (l) (we) last 
2e2y : : 
Cera sow the deceased alive an. May 23, .___ 19__ 4 ond thot death accurred at 8 SB Alvom the causes and an the date stated abave. 
mea oo 
F=o38 Wa, SIGNATURE 7 ; 22. DATE 
a5 2. yy ATENETN MED. STAFF 
<2 4 gs NS 02t424 adel Csr M.D. DIRECTOR PHYS. CX 5 /235782 
oes o : rAN'S = es ae 
tHe 28 NAMF Tye) Agustin delCampo, MID. Springfield Hospital, Sykesville ,Md, 
- a ee | aes Ce ee Ee et ee eee eS eee 
ae 8 23a. BURIAL, CREMATION, | 23b, DATE THEREOF Tac. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, ar county) (Stote) 
z 
oe sp oo REMOVAL (Specify) y 
8 2 ae 
€ ast im B S. © jek=: G7i eme 2 
- a ° 24, FUNERAL DIRECTOR'S SIGNATURE ADDRESS 2Sa. REC'D BY REGISTRAR ‘2Sb, REGISTRAR'S SIGNATURE 
VR AI ® Q y 
eu oa . LAMB Patel (KK em 0  Mercooh jel) _|ose MAY 2 9°61 Osthun $C ee 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
KLGE CERTIFICATE OF DEATH givin tO Ray 


lt Becet. geld <2 bine begat’ (Where deceased lived. If institution: Residence before admission) 
o. °. « b. 
Carroll MARYLAND ‘Sennsyivenia oe Adams 


b. CITY OR TOWN {if outside corporote limits, write | ¢. LENGTH OF STAY IN 1b c. CITY OR TOWN [If outside corporote limits, write RURAL ond give nearest town} 
RURAL ond give neorest town) 4 
Finksburg 5 Years Littiestown 


d. NAME OF HOSPITAL {I in he I, it I. 
Of INSTITUTION prs dhe ono! eee tome d. STREET ate. c % ©. Nias 
Deer Park Road, Pinksburg, Md, Crouse Park f 5 Ao }so nog 
3. NAME GF First Middle lost 4. oe Month Day Year 
DECEASED Ma rm 
{Type or print) linnie cha Beats May 29 y 61 


5. SEX 6. COLOR OR RACE | 7. en NEVER MARRIED [} | 8. DATE OF BIRTH 9. AGE (In years [IF UNOER 1 YEAR] IF UNDER 24 HRS. 
. Po bithdoy) [Months] Days | Hours] Min. 
Fenaie White — |wiooweo @ ovorceoQ | 12/9/1878 yrs. 


10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | tl. BIRTHPLACE (Stote or foreign oa 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if foe ay 7 a 
lousewife-Housework ,Ret, | lier own home Carroll Co,, Nd USA. 


13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Ephraim Boose Elizabeth Crouse 


15. WAS DECEASEDEVER IN U. S. ARMED FORCES? /16, SOCIAL SECURITY NO. |17. INFORMANT Address 
(Yes, na, oF unknown), (I yes, give wor or dates of service) ae a a 
No None Daniel Boose, New Oxford, lae 


18. CAUSE OF DEATH [Enter only one couse per line for ae {b), ond ah ity t eae BETWEEN 


PART |. OEATH WAS CAUSED BY: yo eg 
x IMMEDIATE CAUSE (o] 


ae ) QUE TO , 
Conditions, if any, which FLA Og Ed! 


ol 


y the funeral directar, 


ind 2 should be filed with 


hi 


in 24 hours after death: Page 4 
Pages 1 


Then please remave corbon papers. 


goye rise to immediote 
cotse (0), stoting the under- OUE te 
lying couse fost. ©). 


THER SIGNIFICANT CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINALDISEASE set | GIVE PART 4 y) . eee 


4 ves(] no] 


200. ACCIDENT WAS UNDERLYING ()_ [20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port lor Port Il of item 1B.) 
‘OR CONTRIBUTING [] CAUSE OF DEATH Ce a 
{IF EITHER, NOTIFY MEDICAL EXAMINE! a 
20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED — | 20e, PLACE OF INJURY (Home, form, 1 20f. (City or town) (Count) Stot 
Hour 0. m. © While Not white» |-~ foctory, street, effise-tide., ste rae ae 
p.m. 19 Jot work (] ot work [ t 
7 
21. | certify that I atte tiveel ‘deceased fram. ras W9.2.¥, tar 2. = ? that | last sow the deceased 
alive an_2{ cP i a pet (eee, ann and / yy death occurred ae ir frém fie causgs ond an the date stated above. 
DORESS (Street, city, 2 X DATE SIGNED 

ACTUAL yr , 
signatuneZ 7 7 ee; Bae 
NAME tty Cia oa 
|_[NAME (Typ ahi on A 2 
[Zio. BURIAL] GR GREMATION, EEMATION, | 220. DATE HEEOR |e NAME OF Ce luejery OR cREMATORY 72d. TOCATION (City, 46n, oF county) 

REMQV. Cp ify) ee ao. 

Buria. ary’s_Cemete Siiver Run, Carroli Co, 

Z e ADDRESS ‘aa. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
P) 2 
Athi es Littlestown, Ya, DATELA 61 Cthan £ Hina 
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MEDICAL CERTIFICATION 


= 
2 
E 3 
a 
4 
5 
& 
2 
= 
5 
e 
He 
a 
m 
£ 
a 
o 
= 
3 
e 
2 
3 
© 
= 
ee 
a 
z 
a 
< 
$s 
3 
a 
6 
2 
2 
o 
Pd 
3 
é 
z 
& 
< 
4 
5 
a 
= 
ray 


‘3 
3s 
2 
A 
ES 
e3 
a 
> 
= 
aol 
e 
s 
ro) 
5. 
3 
ee 
8 
£ 
© 
= 
< 
2 


jould be detached far use as the burial-transit permit. 
the registrar priar ta burial, crematian. ar remaval, and in any event within 72 haurs ofter death. 


~ 


page 3 


: 
» ij 
3 
A 
3 
Ff 
2 
3 
° 
a 
£ 
° 
i 
S 
8 
é 
rf 
o 
ad 
° 
é 
-) 
£ 
Fs 
3 
3 
z 
8 
A 
2 
° 
2 
2 
ES 
g 
Fa 
Z 
x 
a 
re) 
z 
: 
< 
4 
° 
be 
< 
e 
iy 
a 
fe) 
= 
° 
i= 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


on 


mw 
34 3 5443 CERTIFICATE OF DEATH en 
£ BS 1. PLACE OF DEATH 2. USUAL — er deceased lived. If institution: Residence 43 = ) 
& $3 2. CO me yy WH inkeveane a. STATE b. COUNTY Vet hde 
al SUE. Ota 
£ Be b. CITY Of TOWN! FOutside corparate limits, write | c. LENGTH OF STAY IN 1b ITY OR Gf a tie autsi Sia limits, write Rl a ‘and y nearest town) 
= . 
rare Ms Bnd give hearest Wy 4 
52 

oo) one At Sl ANAL ALLE 
2 22 : AMEDF HOSPITAL (If not in hospital, give street add 
g £5 ai |B Vaid (if notin hospital, give slrect address) d. STREET ADDRESS «. 13 RESIDENCE 
ays ‘ 
iD a O27, Z Ze i (Af i ves O | NO ft 
»> 5 NAME OF yi fat Middle Loy 4. DATE Month toot 

= DECEASED OF 

$ (ype or print) 34 1p Jas . DEATH /- QS, Bs 4 

oxy a [8 885 J \® COLOR QR RACE |7. MARRIED NEVER MARRIED [-] | SATE OF yy Ba 

Sie! wipoweo [J Divorceo [] ae, [$7 Re Dy 1 
da. USUAL OCCUPATION (Give kind af work done| ApeEROCE 12. CITIZEN OF WHAT COUNTRY? 


during mpsyof working life, “7 fetired) 


SYA G 
13, FATHER SAME y, 


Q JX Leaomean 


1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17. INFORMANT 
(Yes, 10, oF unknown) he ‘Give war oF dates of service} 
LY — 


Me é: Addr 
18. CAUSE OF DEATH [Enter only ane couse per_line for (a), (6), and (el) \ INFERVAL BETWEEN 


— . ONSET AND DEATH 
PART I. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (a), {pags Ghurs ) 


/ } 


fy DUE TO 
177 X 
Canditions, ff any, which © 


ave rise to i diot 
g SOREN pide: 


cause (a), stating the under- 
lying couse last. oP hadliaaid. 4 
Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT REUATED TO THE TERMINAL DISEASE CON 


10b, KIND OF sae OR INDUSTRY (State or v country) 


14, MOTHER'S MAIDEN NAME 


4S: 4. 


Then pleose remove carbon popers. 


The law requires thot the death certificote be executed within 24 


L DIRECTOR: After this certificate hos been signed by the ottending physician ond completely filled 
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a 
o 
& 
S85 é 19. Wi 
fos = PERFORMED? 
a$0 S Yes] No) 
mee = | 200. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Por! II of item 18.) 
2e8% A & | OR CONTRIBUTING LC CAUSE OF DEATH 
<eg2 © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
Zope & |20c. TIME OF INJURY Month, Dey, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, ca 120. (City or town) (County) (Stote) 
S5tg Fs Hour a.m, While Not while factary, street, affice bldg., etc.) 
z ate g p.m. 19 Jat work [1] ot work [J 
eE52 VAs / V E 
Zz = = 2t.1 certify that (I) (this ee tended the deceased fram.___ A@APth ha. 19%. tacts MCT. WL f__, that (1) (we) last 
orca? 3 q 
Ze 3 saw the deceased! alive on_/{4/°-9 ___ 1X9 f.. and that death accurred ath , from the causes and an the date stated abave. 
bes 3 7 220. SIGNATI > 2b.DATE tats 
< ATTENDING MED. STAFF e 
PP PLL M.D. | PHYS. DIRECTOR PHYs. 1 hes 
O2s5xr Qe NE type 22d. ADDRESS 
= > (Type) bh, 
° 
s f fie, FTOW LAA CP LALA LES hb ea Ee 
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© 
a 
8 
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town, ar ee. Uf State) J 
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MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


54 CERTIFICATE OF DEATH 05 439 


— 


INTERVAL BETWEEN 
ONSET AND DEATH 


SOS 
(PR EE Witten Migs brass ant (dle abled , “Sg re 


1B. CAUSE OF DEATH [Enier only one couse per line for (0), (b). ond (€)-] 
PART |. DEATH WAS CAUSED BY: * . - - ~, 
IMMEDIATE CAUSE (0) Oncbant poocn Cnn Seid ot 


Ul & 2 DUE TO 


* c«£ 
® 3 aa 1. rae Or malt 2. Eee RaRSSm INCE (Where deceased lived. If institution: Residence before admission) 
8. ‘ / 
& 38 | Carroll phan’ ° Caria; b. COUNTY Adams 4 
= By b. CITY OR TOWN (If outside corporote limits, write | c. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
g 55 < nee eee vo 4 Meats R L. Littlest ~ 5x 4 
ae Rural, Westminster ‘O ural, Li estown J \ 
2 se 2 d. NAME OF HOSPITAL (If not in hospital, give street oddress) d. STREET ADDRESS: e. IS RESIDENCE “= 
° = % OR mel TION. a Pp. R D ON _A FARM? 
ae, lestminster, R. D. 2 Littlestown, Pa, R. D. 2 ves) Nom 
a>: 3. NAME OF First Middle Lost 4. DATE Month Doy ‘Year 
—— . DECEASED | *. me OF 1 
sé (Type or print) Carrie Belle King DEATH fay 19 19 OL 
sa 5. SEX 6. COLOR OR RACE | 7. MARRIED [_] NEVER MARRIED [_] | 8. DATE OF BIRTH 9 net EuNee tess uno 24 HRS. 
5 arg ionths 

é (1) Female White |wwoowengg — ovorceo) | 7/15/1885 He ys | Hours 

ean 10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stole or foreign country) 12. CITIZEN OF WHAT COUNTRY? 

gs during most of working life, even if retired) be U.S eA 

ae ousewif e—lHousewor. er own home Adams Cos, Pa. Selle 

ar 13, FATHER'S NAME MOTHER'S MAIDEN NAME 

c “ Z i 
8 = Calvin Collins Ida Eckenrode 
8 me . WAS Peg: ea U.S. “cap le wei 16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
/es, no, ot unknown) {If yes, give wor or ‘of service) _ " 

Ke | None Mrs. Relph Schuchart, Westminster, Md, RD.2 

8 
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2 
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—_" 
Conditions, if ony, which 7" 
gove rise to immediote 


couse (0), stoting the under. ¢ DUE TO 
¢ lying couse lost. ey) 
g 3 Pant ll. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o}]19. WAS AUTOPSY 
ca ce) 
a S yes [] N 
2 0 © [20c. ACCIDENT WAS UNDERLYING []_ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enler noture of injury in Port | or Port Il of item 18.) 
cs & | OR CONTRIBUTING L] CAUSE OF DEATH 
5 & | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
& |20c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f, (City or town) (County) {Stote} 
ao Hour 0. m. While Not while foctory, street, office bldg., etc.) | 
= p.m. 19 lot work [J ot work 


i 
21. | certify that (I) (this hospitol) attended the deceosed from a7te XO, 1988, toate 19.G:Z that (I) (we) lost 
saw the deceased olive on. £2 ty 7 7.19.41, ond that deoth occurred ot____.M, from the a and on the dote stated obove. 


To. SIGNATURE " ‘72%. DATE 
Leal. Ina Ns kh wo [AOC Noo Ho sof fone 
22. NAME (reel ZEA H (nh 7, 4 72d. ADDRESS . 4) 

a4 WV b ee b 4 
oA ee ee es cers 


23d. LOCATION (City, town, or county) ior 


RECTOR: After this certificate has been signed by the attending physician and completely fill 


ed by the haspital ar ai 
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page 3 shauld be detached far use os the burial-transit permit. 


the State 8oard af Health prior ta burial, crematian, ar remaval, and in any even! 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24. 


230. BURIAL, pee 23b. DATE THEREOF ‘2c. NAME OF CEMETERY OR CREMATORY i 
. REMO' pecify) % 
ee Burial 5/22/61 Evergreen Cemetery Gettysburg, Adams Co., tie 
2s FONERAL DIRECTOR'S SIGNATURE BDDRESS 250. REC’ ISTRAR ] 255, REGISTRARS SIGNATURE 
ve Re. 4) iy 44 CJ ? Z (iy "WAY 22 MBL | Clndnn i 
15M 9/59 ‘4 LV ALHMOANLY fy OLfAdmA kh , Af aA EA Mittin [A | oar 


«after death. Page 4 
by the funeral director, 


A 


in 24 


Pages } and 2 shauld be filed with 


Then please remave carban papers. 


After this certificate has been signed by the attending physicion and completely filled 


hed far use as the burial-transit permit. 


ned by the haspital ar attending physician. 
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TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed withi 


- 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
0449 CERTIFICATE OF DEATH eS 


1. PLACE OF DEATH 


oO. oO" CBRRO (bg MARYLAND 


b. CITY OR TOWN {If outside corporote limits, write | c. LENGTH OF STAY IN 1b 


RURAL and give nearest town) G VEARS 


ca pea al ate (Where deceosed lived. If institution: Residence before admission} 
a. § 


2 &. COUNTY CARROLL. 


c. CITY OR TOWN (IF outside corporate limits, write RURAL and give nearest town) 


Town 


Af OW? a 


d. NAME OF HOSPITAL {tf not in hospital, give street address) d. STREET ADDRESS. e. 1S RESIDENCE 
OR INSTITUTION ’] ON A FARM? 
Yes [1] No 
3. NAME OF First Middle Lost 4. DATE Month Day Yeor 
DECEASED OF 
(Type or print) P. GULLS ODEN DAHL Ko PF DEATH 


5. SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED [-] | 8. DATE OF BIRTH 9. een yaar 


F Ww WIDOWED ‘f oivorced [] [AY bn LES Y. yes. 
‘or foreign country) 


10a, USUAL OCCUPATION (Give kind of work done] 10m. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE {Sto 
during most of working life, even if retired) 


SE WEE ON pome 


12. CITIZEN OF WHAT COUNTRY? 


Us 


13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


MARTIN ODENLAHL PRULINE STE/WMETZ. 


15, WAS DECEASED EVER IN U. S. ARMED FORCES? |14. SOCIAL SECURITY NO. INFORMANT Address MP 


2 weet E RS MELVIN UTERMAWHLEN _TANEYTOWNM 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (0), ond (C).] INTERVAL BETWEEN 


PART |. DEATH WAS CAUSED BY: d . pang al a i 
IMMEDIATE CAUSE ( 
Z 


C DUE TO a ( j ‘ 

Conditions, if any, which oy Corner) T fone ee FA | SA«0 
gave rise to immediote y 

cause (a), stating the under. ( OVE TO A > y b 

lying couse last. ic) (IS een 2 


Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART I{c)|19. WAS AUTOPSY 


= 
2 - PERFORMED? 
s yes(] Nno—}— 
© [200. ACCIDENT Was UNDERLYING [}__[20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in Port | or Part Il of item 18.) 
& lor CONTRIBUTING LD) CAUSE OF DEATH 
& | (iF EITHER, NOTIFY MEDICAL EXAMINER) 
& [0c TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (Count Stote 
5 ty i Y) (Stote) 
a Hour o.m. While Not while foctory, street, office bldg., etc.) ! 
2 p.m. 19 lat work [] ot work t 
21. | certify that | attended the deceased from_.// 30. Bt ayia , 19.42,that | last saw the deceased 
alive on_____ 7 Zs er ,19G2___, and that death occurred at/2 552M, from the causes and on the date stated above. 
ADDRESS (Street, city or town, state) DATE SIGNED 


$ithne 5. OMe nr wo, Taiaey Vata, Ltd. 
Reais OMPSs TAMENT OW MN 


Ta. SURIAL, CREMATION, 22. DATE THEREOF ‘2c, NAME OF CEMETERY OR CREMATORY (store) WY. 
speci ie ar. 
BO RIB L U- 1461 | LUTHERAN 


‘23. FUNFRAL DPRECTOR'S Fa ATURE ADDRESS 


y . 
OANLS Voddiea YD) MAMLECL 
7 


‘2db. REGISTRAR'S SIGNATURE 


Cthag £ Maus 


‘2da, REC'D BY REGISTRAR 


MAY 16°67 


DATE 


| 
Ss 


jay is necessary, 
‘eral director, Page 
ied for your files, 


¥ 


iting the word “pending” in pencil in Item 18. Give Pages 1, 2, and 3 to the 
after death. 


er’s Office along with form PM3. Page 5 may be retai 


ine 


4 should be forwarded to the Chief Medical Exami 
TO FUNERAL DIRECTOR: Page 3 should be used as a burial-transit permit. File pages 1 and 2 with the State Board of Health, 
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ite the certificate, wri 


s: 


pleas. 
or its designated agent, prior to burial, cremation, or removal, and in any event within 7: 


TO DI 


YS. AISME 
5M 7/59 
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MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


__MEDICAL EXAMINER'S CERTIFICATE OF DEATH 


"|| 2, USUAL RESIDENCE (Where decoesed lived, If institution: Resid 


Carroll Raion @. STATE Maryland b. COUNTY Balto.City we 


b. CITY OR TOWN [if outside corporate limits, “| c. LENGTH OF STAY IN Ib || c. CITY OR TOWN (If outside corporete limits, write RURAL end give neeres! town) 
‘ 


““sykesvilie”°” | 5 mos. 2hda Baltimore 2 ] : / 


d, NAME OF HOSPITAL OR INSTITUTION [if not in hospital, give street oddress) ||. STREET ADDRESS ~{e. 1S RESIDENCE 
ON A FARM? 


___ Springfield State Hospital 163) N, Calvert St. __| ves] nog] 


3. NAME OF First ~ Middle Test | 4. DATE Month “Dey Yeer 
DECEASED 


{Type or print Felix Joseph Kulski | DEATH May 15, 19 62 


‘5. SEK ————*~*«~C. COLOR OR RANCE| 7, rRIED [never MARRIED ol® DATE OF BIRTH r 9. AGE {in years |IF UNDERT YEAR] IF UNDER 24 HRS. 


Male White wipowep [34 pivorced [_] June 9, 1886 last in | MBCA al eas T hi 


Oe. USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stele or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 
done during most of working lile, even if retired) | 


“Machine shop mie See 


13. FATHER’S NAME “| 14. MOTHER'S ABE NAME 


Unknown Unknown 


e. COUNTY 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT 
(Yes, se unkown} | (Kyessivewerordetercttervice) 


“INTERVAL BETWEEN 
PART | DEATH WAS CAUSED BY: ONSET AND DEATH 


IMMEDIATE CAUSE (e)__ ‘Wiletiieal iebeselignllabita: eee, 


sae DUE TO 
Conditions, if @ny, whieh —_= = 


geve rise to immediate cause 
(e), stating the underlying DUE TO 
cause lest. te) 


PART Th OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED To THE TERMINAL DISEASE CONDITION GIVEN | INF PART J He) 1». WAS ‘AUTOPSY 


° I arteri 
" en gute eo cerebral arteriosclerosis without qualifying phrase. | ws Fy no [ 


ie tusions. 
20e. EXTERNAL CAUSE WAS 20b, DESCRIBE HOW INJURY OCCURED, (Enter neture of Injury In Pert | or Pert Il of item 18.) ) 


PRIMARY [] or CONTRIBUTING []) 
CAUSE OF DEATH. 


20c. TIME OF INJURY Month, Dey, Yeer | 20d. INJURY OCCURRED | 20c. PLACE OF INJURY (Home, ferm, 
3 lout erm While __Not While, Hoes ital ice bldg | 
4230 


tc.) | 
19 _ [et work [] et work KC] ital | Sykesville Carroll Md 
2L1 Sa thet I took charge of the remains described _ eld an Autopsy pai Inspection {3% Inquiry &}. and in my opinion 
death resulted from: Natural causes (E3 Accident in: jicide oOo Homicide (if Undetermined manner oO 
CHIEF MEDICAL EXAMINER ["] 
ACTUAL 
Ne atoeE = 7 ia.p, ASSISTANT MEDICAL EXAMINER [_] DATE SIGNED 


SNeOE DEPUTY MEDICAL EXAMINER 5/15/61 
NAME (1! James T. Marsh, M.D. _Address (Street, city, town, or county) 


20f. {City or town) (County) —=S—«(Slete) 


MEDICAL CERTIFICATION 


Fie. BURIAL, CREMATION,| 22b. DATE THEREOF 22c. NAM F CEMETERY OR F fp ° ~ (Seley 
REMPVAL (Spacify) 
Bactea! \F-L9-0/ 

23. SOMERAT pare ci Apo REGIST RAR’S SIENATURE 


she 


TOR _ 
Ey A. Heir Yew 22°61 Onttun £ Hanns 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 


2. peer ere {Where deceased lived. If institution, Resided Da ion) 


MARYLAND. b. COUNT 


ines and give nearest tawn) > 


Lh) fon. pip gadatlle be 2 =F 
d. NA feel 4 (if nat ia hospital, give street addre Le d. STREET ADDRESS 4 e. Pitta. g 
Lhat be: A Ligifee 1 Of lw: Zaen 7! yes [1] No = 
5 First lost 4. DATE MP Day Yeor 
ce Se ey ONDA: £D org Stars YH}! 3d wb) 


S. SEX 6. COLOR OR RACE [7. MARRIEDEPNEVER MARRIED [] | 8 OLY OF c 9. AGE ( MN, yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 


lost irthdey) Menthe | 30s m7 = 
wipoweo [] pivorceo [J SUE Lz aM y: | Hours | Min 
PLACE tote or foreign 


100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR oO Oe7 1). BIRTH count “ 12. CITIZEN OF WHAT COUNTRY? 

during most of working Ii a 
Wt Latl MDthia 
13. FATHER'S NAME // 14. MOTHER'S MAIDEN NAME.” 


* XLS at fe 


15. WAS DECEASEDEVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITYNO. | 17, INFORMANT Address 


(res, 1a, oF untindwn) Ua mg dof eit 
; g 
Lo ADL billet La 23-98-1989 Vo49- PL Ate Fae litle bias 
18. CAUSE OF DEATH [Enter ‘only one couse per jine for (0), (b), ond {c}-] INTERVAL eee 


T 
PART |. DEATH WAS CAUSED BY: ONSET AND 
IMMEDIATE CAUSE (0) 


ef. » | DUE TO 


4} 
b. CITY OR TOWN (If outside corporote limits, write ¢, LENGTH OF STAY IN 1b a {If outside corpocafe limits, write RURAL is ae neai town) 


by the funeral director, 
ind 2 shauld be filed with 


hours after death. Page 4 


* 


\ 


Pages 1 


Se 


Then please remave carban papers. 


the State Board of Health priar ta burial, crematian, or removal, and in any event, within 72 haurs after death, 


Conditions, if ony, which 
gove rise to immediote 
couse (0), stating the under- 
lying couse lost. 
Part Il. OTHER SIGNIFICANT CONDITIONS CORITEIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)]19. WAS AUTOPSY 
Yes [J] NO 


Oo 


MEDICAL CERTIFICATION, 


20a. ACCIDENT WAS UNDERLYING 1) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part | or Port Il of item 18.) 
OR CONTRIBUTING 1) CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED 20. PLACE OF INJURY (Home, form, | ! 20F. (City or town) (County) (Stote) 
Hour 0. m While Not while factory, street, office bidg., etc aI 
p.m. 19 Jot work [7] ot work 


oO... 9GL, 


b. DATE 
ATTENDING MED. STAFF iss 
M.D. OiREcTOR [) PHYS. 


ned by the hospital ar attending physician. 
DIRECTOR: After this certificate has been signed by the attending physician and completely filled 


ee, 


N's, a 
~ Jaltas hepko 
230. BURIAL, rEg ON Meg 3c, NAME OF CEMETERY.OR CREMATORY 4 ty, town, or county) (Stote) 
é Lb pecit ip 
4 Z hit [iigstalieLLhtite, ¢UV¢2T fittve LEM 


fn, 
24. LSB SIGNATURE ADDRES: a So. RED BY REGISTRAR Sb, REGISTRAR'S SIGN, RE 
\, 
Ligeia Lb Lo tttepolln ptf ors "| cista that 


2 


page 3 Shauld be detached far use as the burial-transit permit. 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


Pte, s w MEDICAL EXAMINER’S CERTIFICATE OF DEATH 
3 8 & Reg. Dist. Ne 
D = 
23 2. USUAL RESIDENCE (Where dececsed lived. If Institution: Residence before odmixsion| 
32 5 © @. COU ATE b. COUNTY 
ee BS maryiann || °° 5! Mal and arro 
= s b. cy OR TOWN nl eg corporate fimits, write RURAL ¢. LENGTH OF STAY IN 1b c. CITY OR rove {If outside corporote limits, write RURAL ond give nearest town) 
ce 2 ue sored 
> 
ere Fe 29 Mt. Air 
+ er e Oo 
8 gett da Mt OF HOSPITAL OR INSTITUTION (if not in hospitol, give street address) d. STREET ADDRESS @, (S RESIDENCE 
ae 7) ON A FARM? 
22.2 
3 3. NAME OF Fint Middle test 4. DATE Month Day Yeor 
~o = OF 
pid> treo) Dg LAURENCE Le. LEGGEIT cam May 
= eis 5. SEX 6. COLOR OR RACE |7- MARRIED [RJ NEVER MARRIED []| 8. DATE OF BIRTH 9. AGE (in yeors 
apace Jou! biethdoy) 
SPs Male White |wivowen oworceo OO) | Oct. 14, 1902 yn 
oo 10a, USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. HatiiPlact {Slote or foreign country) 2. CITIZEN OF WHAT COUNTRY? 
yea dura eae lite, even if retired) 
5 eR Dennison, Ohio U. S. Ac 
aie S. 13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
sof (C)__nugh 1. Leggett _ 
a 15. WAS DECEASED EVER IN U. S. ARMED FORCES? 17. INFORMANT 
eo FAA HERO vemrereni Ot yet, give wor or dotes of service) 2 
see owe ee ee ee M adits LLared Leg Same_a it 
9 = 1B. CAUSE OF DEATH [Enter only one couse per ling for {0}, (b), ond (c}. } / B Nees Cees 
oi PART I, DEATH WAS CAUSED BY: D ies p ae 
eee IMMEDIATE CAUSE (0} £901 fe AA Qt trae J 2 
ar 
é 
£ 


Of *  pue To —— 
na, if any, es ® 


gove rise to immediate 
{0}, stoting the Gadedvieg DUETO 


in pencit 


couse lost. (¢ 
PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{o}|19. ieee 
‘20a. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Por! | or Port II of item 1B.) 


PRIMARY [J or CONTRIBUTING C) 
CAUSE OF DEATH. 


ST SEPaE mae? 
20c. TIME OF INJURY Month, Day, Yeor _[20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, form, 1 20f. (City or town) {County) {State} 
Hour 9, m. While Net while factory, street, office bldg., etc. 


p.m. 9 at work (F] ot work (J : 
21. Leertify that | took charge of the remains described above, held an Autopsy [_], Inspection =f Inquiry []. and find that 
deoth resulted from: Noturo! causes FJ, Accident [], Suicide [], Homicide [-], Undetermined cause [7]. 


@ & ' if 
Aa y So] : Ly DATE SIGNED 
SIGNA’ A Taf Leo f/ U7 Zp, CHIEF MEDICAL EXAMINER [] 


ASSISTANT MEDICAL EXAMINER [7] . (7 ‘/ 


MEDICAL CERTIFICATION 


to the Chief Medical Examiner's Office along with form PM3. Page 5 may be retoined far yav! 
o 


L DIRECTOR: Page 3 should be used os a buriol: 


TO DEPUTY MEDICAL EXAMINER: This certificote should be executed within 24 hours ofter deoth. 
cute the certificate, writing the ward “pending 


a / 
= ame trea Glenn Spei¢her DEPUTY MEDICAL EXAMINER [7] he 

2 & ‘220. BURIAL, CREMATION, | 22b, DATE THEREOF MATORY 22d. LOCATION {City, town, of county) (State) 

BRAS: soe at eect 

oy Bu: n emetery M iry and 
Q '23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS ‘2da. REC'D pat ee tg ReGierte 'S SIGNATURE 
VS. AISME(5) 1 Let F 

noms, «6D | _Ce Ms Waltz, Winfield, Maryland care MAY UL ‘61 Ciithan £ finan 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
CERTIFICATE OF DEATH patos WOaad 


1, PLACE eek 2. be orgies (Where deceased lived. If institution: Residence before admission) 
Carroil marviano |] °° Mary land ae Carroll 


b. CITY OR TOWN (IF outside corporote limi ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (IF outside corporote limits, write RURAL ond give nearest town) 
RURAL and give nearest town) | ri p wr. * +, 
Rural, Nr, Westminster 1 Year A Rural, Nr. Westminster 
d. NAME OF HOSPITAL {If ir val, gi: 
GRINSTITUTION (eres igi Seaiee se) RSD. 1 d. STREET ADDRESS orig RESIDENCE 


Meadow View Convalescent Home Westminster, Md, Re D. 2 


ond 


by the funeral director, 


ind 2 shauld be filed with 


3. NAME OF First Middle lost 4. DATE Month 
DECEASED P Fi OF 3 
(Type or print) Lila Mary Leister DEATH May 


5. SEX 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED [7] | 8. DATE OF BIRTH 9. AGE (In year IF UNDER 1 YEAR] IF UNDER 24 HRS. 
ns ee eoy, Do) H Min, 
Female White |wwowenGe _dvorceoQ) | August 17, 1889 |7 iN ere ys | Hours] Min 


Wa, USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
during most_of working life, even if retired) 


Housewife Housework ,Ret{ ‘ller own home Carroll Co., Nd, USA. 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


J. Randoiph Reese Amanda Fuhrman 


1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
Yes, no, of unknown) Iif yes, give wor or dates of varvice) e . . 
No None Clayton M, Leister, Westminster, Md, R. D. 1 


18, CAUSE OF DEATH [Enter only one couse per line far (a), (b). ond (c).] Aree SEIViEN 
‘ EATH 


PART I. DEATH WAS CAUSED BY: 
, .. IMMEDIATE CAUSE (0) 


, " 
} o 4 DUE TO 
Conditions, if onyfwhid 


gove rise to immediote ! 
cote (0}, stating the under: ( OVE TO 
lying couse lost. (©) 


Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH 8UT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a)]19. Nevoee 


MED? 
yes] NO 
200. ACCIDENT WAS UNDERLYING []_ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port II of item 18.) 
OR CONTRIBUTING C1 CAUSE OF DEATH 
(IF EITHER. NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Manth, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f, {City or town) (County) (Stote} 
Hear iim: White Not while factory, sHreet, office bidg.. etc.) | 
p.m. 19 Jot work [7] of work [7] 1 


21. | certify that | attended the deceased frame: 5. WB, to Leg 2 F 19. Lf that | lost saw the deceased 
alive on__, Chegesy 2.) __, wll, and that death occurred ot 4 EM, from the causes and an the date stated abave. 


[Leo eg 
() ee s ADDRESS (Street, city or lown, stote) TE SIGNED 
say as, ASE Weim sey 


SIGNATURES Z 


f aa = 
I | keel Times Maken  _& rE 
2c. NAME OF CEMETERY OR CREMATORY na. LOCATION (City. town, or county) (Stote) 
xi 30/6 St, Marys Cemetery Silver Run, Carroll Coe; } 
* . UITERAL DIRECTOR'S SIGNATURE = j y ADDRESS dg, REC'D BY REGISTRAR] 24b. REGISTRAR’S SIGNATURE 
v ichetal A ol i, Littiestown, Pa. loa MAY 31 '61 Gettun £, Hau 


> 


Pages 


PS 


the regitror priar ta burial, crematian, ar removal, and in any event within 72 hours after deatt: 


Then pleose remave corban papers. 


RECTOR: After this certificate has been signed by the attending physician ond completely 
MEDICAL CERTIFICATION 


auld be detached far use as the burial-transit permit. 


be retained by the haspital ar attending physician. 
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MARYLAND STATE DEPARTMENT OF HEALTH | 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


1. PLACE OF DEATH ‘ 2. USUAL RESIDENCE (Where deceosed lived. If institution: Residence before admission) | 
9. Y 0. STATE b. COUNTY ‘ 


Carroll Re Ane Maryland Balto. City 


b. CITY OR TOWN (If outside corporote limits, write | c. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporote limits, write RURAL is give nearest town) 


: kesville Se3mos.19days Baltimore V O/ ~ 


d. NAME OF HOSPITAL’ (If nat in hospital, give street address) d. STREET ADDRESS e. 1S RESIDENCE 
OR INSTITUTION ON A FARM? 


Springfield State Hospital 101 S.Collington Ave. ves Q_NO fl 


. NAME OF First Middle Lost 4. DATE Month Year 
DECEASED 


Doy 
type er pf Liets Sine Marrichi Beata May 16 19 61 


5. SEX 6. COLOR OR RACE |7. MARRIED MM NEVER MARRIED ff |B. DATE OF BIRTH 9. AGE Tn eon TFUNOER 1 YEAR| IF UNDER 24 HRS. 
jest birthdoy) | Months] Doys | H Min. 
Female White widoweo JX] oworceo gy | March 25, 188. 76 we 2] Boys | loves | Mia 


10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY (11. BIRTHPLACE (Stote or foreign country} 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 


Housewife | - Italy Italy 


13. FATHER'S NAME 7 14. MOTHER'S MAIDEN NAME » 


Unknown | pew (tty Unknown 


15. WAS DECEASED EVER IN U. S. ARMED FORCES?'|16, SOCIAL SECURITY NO. | 17. INFORMANT Address 


[Yes, no, or unknown) (IF yes, give war or dates of service) 2 
We |" - Springfield Hospital Records 
18. CAUSE OF DEATH [Enter only ane cause per line for (9), (b), and (c).] INTERVAL BETWEEN 


ONSET AND DEATH 
! “at S DEATIMMEDIATE CAUSE (o Arteriosclerotic heart disease Years. 
e 


+ DUE TO 


Conditions, if ony, which y 
gove rise to immediote 

couse (a), stating the under. { DUE TO 
lying cause lost. () 


Paat Il. 0; RSIGHIEICANT CO} i CONTRI ING iz BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(0)|19. WAS AUTOPSY 
Schitzophrerié PESCRL OH Dahan okd typ . PERFORMED? 
yes] NOCE 


Fy the funeral director, 


Pages 1 afd 2 should be filed with 


the State Board af Health prior ta burial, cremotian, or remaval, and in any event, within 72 haurs after death. 


hours ofter death. Page 4 


¥. 


Then please remove carbon papers. 


burioltransit permit. 


200. ACCIDENT WAS UNDERLYING O] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part | or Port I! of item 18.) 
OR CONTRIBUTING [1] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Year ]20d. INJURY OCCURRED —|20e. PLACE OF INJURY (Home, farm, | 20f. (City or tawn) (County) (Stote) 
Hour 0. m. While Notsviite: foctory, street, office bldg., etc.) ! 
p.m, W Jat work [] at work [] 1 


21. | certify that (I) (this haspital) attended the deceased from. d anuary. 27, 19.56, to May_16,.____.. 19.61, thet (1) (we) lost 


saw the deceased alive onMay 16, _ 19.61, and that death accurred otLO316PMm the causes and an the date stated abave. 
Mo. SIGNATURE ‘22. DATE 


hin Let Sid wo |aeone Bic AA 5/16/81" 


22d. ADDRESS 


Agustin de1 Campo, Dd. Springfield Hospital,Sykesville, Md. 


AL, fear |S DATE THEREOF 2c. NAME i cEMI See {Stote) 
726 


REMOVAL tSpecify) 5— l$- 6! He 29 bof Gib : & Mg 


=e) 
SIGNAT) ADDRESS 25a. REC'D BY REGISTRAR | 25b. REGISTRAR'S SIGNATURE 


Dil £06 F lo mbakd Sp DATE MAY 18 '61 Clathan £ Hata 


MEDICAL CERTIFICATION. 
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5455 ° CERTIFICATE OF DEATH nay. vow UO 44G 


P=BLAGE ed st 2. pein RESIDENCE (Where deceased lived. If institution: Residence befare Maan 
TATE 


4 Bihee lt MARYLAND 


b. CITY OR TOWN (IF outside corporote limits, write LENGTH OF STAY IN Ib ? i ts, write RURAL ond give nearest tawn} 


RURAL and give nearest town} alti more 
v2 tole: Seba ps Z 


a 
d. NAME OF HOSPITAL (If Fa in haspital, give street address) d. STREET ADDRESS: / e. IS RESIDENCE 


OR INSTITUTION. 7 ON A FARM? 


age G Gm Lh Wy oo 1063 Elm Road yes 1] no ~~ 
Middle Last [‘ DATE Day Yeor 
- 


al 


ed with 


softer death. Poge 4 


; ‘ : : OF 
tern J Do L A Mialiivety V"™ “Tay 7 wes 
5. SEX 3. COLOR OR RACE |7. MaRRieD[] NEVER MARRIED [1] [8. DATE OF BlRTH 9. AGE (In years [IF UNDER 1 YEAR|IF UNDER 24 HRS. 
4 ; lost birthday) [Manths| Days | Hours Min. 
a / JA, Te \wivowen fy —_vivorceo F)] LIL P Sof ye. 


10a, USUAL OCCUPATION {Give kind of wark dane| 10. KIND OF BUSINESS OR INDUSTRY 2 aan {(Stote or foreign if 12. CITIZEN OF WHAT COUNTRY? 
_during mast of warking life, even if retired) /y ¥ 


13, Hie aye LZ 14, aa ase a is uF a : 
YAAK SE, (JaBA nf foe Pra, QLWE 


x ED FORCES? [16. LL £4 ‘he NO- cpr ‘Address STK, 
yes. Giese or isda eb irs 
| Lise. WPI ai We ly 2 oP, GAO 


Poges | and 2 should be 


jan ond completely filled fi by the funeral director, 


1B. CAUSE OF DEATH [Enter only one cause per line for (0), {b), and (c).] InTeevA er ween 
PART |. DEATH WAS CAUSED 2 a 


5 IATE CAUSE (0) 
~< 


Canditions, if ony, which 
gove tise ta immediote 
couse (0), stoting the under- 
lying couse last. 


Part a SIGIJIFICANT CONDITIONS CONTRIBUTING TQ DEATH BUT NOT RELATED J THETERMINAL ASE CONDITION GIVEN IN PART 1{a}/19.. feed AUTOPSY 
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: ; RFORMED? 
= Beete Z Vigo ENEWS |) 

20a, ACCIDENT WAS UNDERLYING []__ [20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 

‘OR CONTRIBUTING [1 CAUSE OF DEATH 

(IF EITHER, NOTIFY MEDICAL EXAMINER) ~~ 

Poe: TIME OF INIURY” “Mon, Day, Yoor [20d. INJURY OCCURRED —]20e. PLACE OF INIURY (Home, Form, 20, (City er Jown (County) {Stote) 


Hour o. m. ? ; While ite factory, sh ice bldg., dot i 
p.m. 9 lot wark [1] war 


21. | certi Py | attended the deceased from.__. __-, WEL, mae, eh ., 19B4 that | last saw the deceased 


.-, and that death occurred at //__4&M, fram the causes and an the date stated abave. 
ADDRESS (Streep, city or town, stote) DATE SIGNED 
© 


: The low requires thot the deoth certificote be executed within 24 


MEDICAL CERTIFICATION, 


alive an__ 


ACTUAL 
SIGNATURE, uoZtt Vo4 


PHYSICIAN'S ey, 
NAME (Type) Za LZ LPL. 


‘Wo. BURIAL, CREMATION, [z= DATE THEREOF 226. SaAME-OF ‘CEMETERY OR CREMATORY~ pa sec (City, tawn, of caunty) 
REMOVAL (Specify) oe 
wee Tao | ae dm ek aeowe 
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urs after death. Page 4 


‘ 


The law requires that the deoth certificote be executed within 24 
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ZS TO HOSPITAL OR ATTENDING PHYSICIAN 


Pages 1 


Then pleose remove carbon popers. 
the State Board of Health prior to burial, crematian, or removal, and in ony event, within 72 haurs after death. 


page 3 S.ould be detached for use as the buriol-transit permit. 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


5456 CERTIFICATE OF DEATH U5447 


1. PLACE OF TH 2. USUAL RESIDENCE (Where deceased lived. If institutian: Residence befare admission) 
a. COUNT aaKeade: TATE b. COUNTY 


RUBAL ond give neorest town) 4 


tbo d2222282/Ge AU bee ES 


d. NAME OF HOSPITAL {IF not in hospitol, give street oddress) d. STREET ADDRESS 4 e. IS RESIDENCE 
OR INSTITUTION a > ON A FARM? 
IS Yittt1n L- {| eOom 


NAME OF First Middle . Manth Day Year 


nave SQ Zs A/a 4 


is COLOR OR RACE }7. MARRIEDE}HWEVER MARRIED ["] 9. AGE {In yeors WF UNDER 24 HRS. 
J 


b. CITY OR TOWN (IF autside corporate limits, write | c. wie IN Ib . {If autside carporote limity write RURAL and give nearest town) 


2 lost Pabey) 
wiboweo [J DIvoRCED [} Fy eg yrs. 


10a, oe L sd ATION voy kind f/ wer. 10b. KIND OF BUSINESS OR IN’ TRY [11. BIRTHPLACE (State ar foreign cauntry) 12. CITIZEN OF WHAT COUNTRY? 
fe, even if set Z A 


Wald 


13. FATHER'S NAME — | 14. MOTHER'S MAIDEN NAME 
i 


Lh Yig bf pes Ss A LApag 
15. WAS DECEASED EVER IN U. $. ARMED FORCES? |16. SOCIAL SECURITY No. | 17, INFORMAN?> 


ie li aia 7 ee hiaoncshde 


18. CAUSE OF DEATH [Enter anly ane cause pesjine far (a), (b), and (c)-] INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: 4 peepee) oily 
IMMEDIATE CAUSE (a) —— /Z 


>, / DUE TO 


Canditians, if any, which (bh 
gave rise ta immediate | 


cause (a), stating the under. ( CUE TO 
tying cause last. (e) 


Parr Ii. | as CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART al ae AUTOPSY 


FORMED? 
yes] No 


OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c, TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED 20e, PLACE OF INJURY (Home, farm, ; 20f. (City ar tawn) (Caunty) (State) 
Haur 0. m. While Natwnne foctory, street, office bldg., etc.) | 
19 lot wark [7] ot wark () t 


21. | certify that (I) {this hagpi to Yan. AS- 1961, that (1) (we) last 
saw the deceased alive an. ois & 19.4.4, ond that death accurred at /AQM, fram the cHuses and an the date stated abave. 


AqVENoING ; STAFF 
: al Ol Pays. 4SY By 

a oo 

5s WGI Leas Inu ins fee 

een 
BURIAL, CREMATION, eo DATE THEREOF ope ‘OF CEMETERY @ aR 2d. LOCATION (City, town, ar county) 
BEMOVAL (Specify) SLA SA U7, f 
420s i {KZ Athi ps LAMAN. A$ Gas tttthalf7t¢4 
Chae DIRECTOR'S SIGNAPORE ‘ADDRESS 250. REC'D BY REGISTRAR || 25b. REGISTRAR SAIGNATURE 


BY 2- LLL ALELLAULMLA foure_MAY 2 2 '61 Clikua £, Feaina 


20a. ACCIDENT WAS UNDERLYING (1) i DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Port II of item 18.) 


MEDICAL CERTIFICATION 


1 MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, ee 


STATE 557 MEDICAL EXAMINER'S CERTIFICATE OF DEATH 448 
TH DEPT. 7. PLACE OF DEATH — a ~~ {| 2, USUAL RESIDENCE (Where deceased lived, Il institution: Residence before aden) 


e. "Ca Rol L nee . STATE lake pada b, COUNTY C2 ROLL | 


b. CITY OR TOWN [if outside corporete limits, ¢. LENGTH OF STAY IN 1b | «. CITY 0 outside i limits, write RURAL end give rest town) 
write RURAL end give nearest tow: 


ah ~ lle os | pa taht — fle mpsTead 


= 
S 
as 


= 


jirector. Page 


ef ng OF HOSPITAL OR INSTITUTIPN (if not in hospital, give street sddress) ce Med ADDRESS 


/Yaphe Gacve Koad as Pie G keve Koad 


“NAME OF “Month 


. ie . 
DECEASED OF 
Tver ereim = MD RY ra4) a it wee jar May 14 & 

: cd MLEREOROR- OR 7, MARRIED [~] NEVER MARRIED [__] DATE OF BIRTH "]9. AGE (In years | fF UNDER T YEA | IF UNDER 24 HRS. 


lay is necessary, 


e. IS RESIDENCE 


ral di 


wiboweD [E~ vivorceD [7] Metals [Kfo a Months | | Hours Min. 


‘T0a. USUAL OCCUPATION (Give kind of work wis 10b. KIND OF BUSINESS OR INDUSTRY | 11.7 BIRTHPLACE (Stote or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 


done by a ae even il retired) 
eg Lhe dd 4 A. ie. 


13. i ee NAME 


14. MOTHER’S MAIDEN N. * 
16. St , = 


rs. WAS YcretaT EVER IN U.S. ARMED FORCES? IAL SECURITY NO. 17, “INFORMANT. "Address 


(Yes, no, or unkown) | (Ifyetgivewarordatesclservice) 


. CAUSE OF DEATH [Enter only one cause per line for PES end(c)) gk | INTERVAL BETWEEN 
é ONSET AND DEATH 


and 3 to the 


+ 
5 may be retained for your files. 


es 1, 2, 


1 alid 2 with the State Board of Health, 


77 hours after death. 


ecuted within 24 hours after death. If 
in 


PART I. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (a) 
P| DUE TO 
Conditions, il eny, which (b)_ 
gave rise to imme: 
(e), steting the wu: 
cause lest, : 
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PRIMARY [] or CONTRIBUTING [] 
CAUSE OF DEATH. 


20c. TIME OF INJURY Month, Dey, Year | 20d, INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) 
While Not While factory, street, office bldg., ete.) ; 
19 et work [_] at work i 


21, 1 certify that | took charge of the remains described aboye, held an Autopsy [oxi Inspection fed: Inquiry im} and in my opinion 
Suicide im Homicide ina Undetermined manner Oo 
CHIEF MEDICAL EXAMINER [7] 
ASSISTANT MEDICAL EXAMINER DATE SIGNED 


YY Cc. NER 
DEPUTY MEDICAL EXAMINE! SZ 5719) 


3 Address (Street, i town, of county) » 
22b. DATE THEREOF /| 2c. NEB roti OF Sth OR CREMATORY LOCATION (City, town, or country) tee 


720. BURIAL; 

“ope ta y) 2, 4 6 
23,_ FUNERAL DIRECTOR ‘ADDRESS ae. RECD BY REGTRAR] 240. meee 
| hewn ( 6g Tips y Mand ed, MA. ecg 2 
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MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


5458 CERTIFICATE OF DEATH Ud4 44 


a 


fl 


1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
a. ~“s > AiYLAGID a. STATE b. COUNTY b 


b. CITY OR TOWN (If outside corporote limits, write 
RURAL and give nearest tawn) 


¢. LENGTH OF STAY IN Ib 


c. CITY OR TOWN (If outside corporate rite RURAL and give nearest town} 


rs after death. Page 4 


£ 
= 
3 
F) 
es ¥ ru. 
= Sykesville 16 das. 2V 
2 é d. NAME OF HOSPITAL (If nat in hospital, give street address) d. STREET ADDRESS e. IS RESIDENCE 
ie J % OR INSTITUTION ON es FARM? 
ves NO 
Py |_ __83), McAleer Street Go 
. NAME OF First Middle Last 4. DATE Month Day Year 
A Dee cs “ 
y a ek eel Pauline Marie McE = 11 19, 
= 2 3 S. SEX 6 COLOR OR RACE |7. MARRIED [[] NEVER MARRIED [[] | 8 DATE OF BIRTH 9. AGE {In years [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
fe 5 last birthday) [Months] Days | Haurs| Min, 
£% Female White wipowen []__DlvorceD 4 63 
& ¢ 100, USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (Stote ar foreign country) 12. CITIZEN OF WHAT COUNTRY? 
o3 during most of working life, even if retired) 
= Housewife - = oT 
3 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
o 
8 
r William Pasterfield Pauline Zachow 
9g 1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
A (Yes, no, of unknown) | UF yes. give wor or dates of service) 
"4 se mu = 
8 18. CAUSE OF DEATH [Enter only one couse per line for {0}, (b), ond (c)-] INTERVAL BETWEEN 
Hy 
= PART I, DEATH WAS CAUSED By: ne sk ail 
é ii 5 IMMEDIATE CAUSE (o)___ Pulmonary Embolus ays. 
= 6 es x DUE TO 


Conditions, if any, which «__Thrombophlebitis of left femoral vein Days 


gove rise to immediate 


couse (a), stoting the under. ( DUE TO 
lying couse last. tc) 
5 Paar Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)/ 19. pe SO 
~ 12 SONTRIBUTING TO DEATH 
Sale : 
—|s C BS associated with convulsive disorder. ves] No) 
= 200, ACCIDENT WAS UNDERLYING (]) 20b. DESCRIBE HOW INJURY OCCURRED, {Enter nature of injury in Part | or Port Il of item 18.) 
& | OR CONTRIBUTING (J CAUSE OF DEATH 
U [{IF EITHER, NOTIFY MEDICAL EXAMINER) 
& [20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) {Stote) 
a Hour a.m. While Not while factory, street, office bldg., etc.) | 
S lat wark [C} at work ' 


After this certificate has been signed by the attending physician and campletely filled¥pn by the funeral directar, 


page 3 shauld be detached far use as the burial-transit permit. 


ned by the haspital ar attending physician. 


OSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed wi 


the State Board af Health priar ta burial, crematian, ar remaval, and in any event, with, 


2). | certify thot (I) (this haspital) attended the deceosed from._.__-_-1 = 2o— _., 16, to_..-.-5=11. =, 19.61 thot {I} (we) lost 
ees  _— |_| Saw the deceosed alive on______ S-1l-__ 1961 and that death accurred|@ 2 SO.AM from the couses and on the dote stoted obove. 
° 2b. DATE 
° , SIGNED 
g Lel wo APO" Nero EAE Oe mapvta, 1961 
= tans — 28. ADDRESS 
yee) + : 
2 es “ Agustin del Campo, M.D. Springfield Hospital, Sykesville, Md. 
.) [230. BURIAL, CREMATION, | 22. DATE THEREOF 3c. NAME OF CEMETERY OR CREMATORY 23d, LOCATION (City, town, or county) {State) 
>S cify 
eee 5-15-61 Oak Lawn Cemetery 
Soe ) | 24. FUNERAL DIRECTOR'S SIGNATURE ‘ADDRESS 25a, REC'D BY REGISTRAR | 25b, REGISTRAR'S SIGNATURE 
VRAIS (4) ~ | Wm. Cook,Inc., 1217 St.Paul Street pare MAY 15 761 Conkling S, Tham 
SM 9/5 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH vo45) 


1, PLACE OF DEATH : 2, USUAL RESIDENCE (Where deceosed lived. If institution: Residence befare odmission) 
a, COUNTY nkYLoD a. STATE b. COUNTY 


b. CITY OR TOWN (If autside corporate limits, write} ¢. LENGTH OF STAY IN 1b | ¢. CITY OR TOWN {If autside carporate limits, write RURAL ond give nearest town} 


‘ond give nearest town 4 
aieiake 2months’ 15 Dats _paitd mare 3V0 


d. NA ‘OF HOSPITAL Tlf not in hospitol, give street oddress) d. STREET ADDRESS e. IS RESIDENCE 
OR INSTITUTION ON A FARM? 
J 26 enmount Avenu ves F) NOS] 


}. NAME OF Middle lost 4. DATE Month Day Yeor 
DECEASED 


(Type or print) aia Davison Mallory Parker DEATH May ), 1961 


= Z COLOR OR RACE 17. waRRIEDE-] NEVER MARRIED [y |B. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
lost birthday} [Months] Days | Hours 
WIDOWED DIVORCED [) 


16 yn 
10a. USUAL OCCUPATION (Give kind of wark done| 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State ar foreign cauntry) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 


Decorata Maryland 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


the funeral directar, 
shauld be filed with 


ad 
wal 


Pages 1 and 


ry 
ami Park 


a WAS ee U.S. sa poersy 16. SOCIAL SECURITY NO. |17. INFORMANT 
fat, AO, OF wnknown) UF yes, give wor or dates of service) 
E orld We 218-09-4292 


TB. CAUSE OF DEATH [Enter only one cause per line far (a), (b), and (c)-] UNTERVAL BETWEEN 
PART |. DEATH WAS CAUSE 


ISED BY: 
Lf. q / ba CAUSE (c)__RBronchopneunonia 


Canditians, if any, which 
gave rise to immediate R | 


Then please remave carban papers. 


the State Board af Health priar to burial, crematian, ar remaval, and in any event, within 72 haurs after death. 


cause (a), stating the under- 
lying cause lost. ©) 


Pant Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)|19.. Ae ge 


B associsted with cerebral arteriosclerosis Yes] No &] 
20a, ACCIDENT WAS UNDERLYING []_ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part | or Part Il of item 18.) 


OR CONTRIBUTING [J CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


hysicion. 
DIRECTOR: After this certificate has been signed by the attending physician and completely filled 


ing pl 


20c. TIME OF INJURY Month, Doy, Yeor |20d. INJURY OCCURRED | 20e. PLACE OF INJURY [Hame, form, | 20F. (City ar town) (County) {State 
Haur oo. m. While Nat while factary, street, affice bldg., etc.) | 
p.m. 19 lat wark [at wark 1 


MEDICAL CERTIFICATION 


21. | certify thot (1) (this hospitol) ottended the deceased from.....-2=24-O1.. 19___ , to_---_-- 5=9= 19.61, thot (I) (we) lost 
saw the deceosed alive on_______. 1961... and that death accurred at@__4.M, from the couses ond on the date staled obove. 


Zo. SIGNATURE Oe sq 7b. OONED 
y ATTENDING MED. STAFF 

f 2 M.D. | PHYS. D director PHYS. 3¢1 May 9, 1961 

Pac. PHYSIKAN’S ‘22d. ADDRESS 


ined by the haspital or attend: 


NAY (Type) 

Agustin del Campo, MiD. 

239, BURIAL, CREMATION, | 23b. DATE THEREOF ‘23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or caunty) (State) 
BURPASL "| 512-61 Baltimore National Baltimore 

24. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 250. REC'D BY REGISTRAR 2Sb. REGISTRAR’S SIGNATURE 


Wm.Cook,Inc., 1217 St.Paul Street OAFAY 1.4 ‘64 nClatawt eee 
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Page 4 
yy the funeral directar, 


Pages 1 and 2 shauid be filed with 


Then please remave carban papers. 
the Stote Board af Health priar to burial, crematian, ar removal, ond in any event, within 72 haurs after death. 


DIRECTOR: After this certificate has been signed by the attending physician and campletely fille 


ined by the hospitol ar attending physician. 
wid be detached for use as the burial-transit permit. 
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MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 


VoO451 


1. PLACE peas 


> Carroll 


2. USUAL RESIDENCE (Where deceased lived. 


If institution: Residence before admission) 


o. STATE b, COUNTY 


Maryland 


a 


MARYLAND. 
b. CITY OR TOWN (If outside corporote limits, write 
RURAL and give nearest town) 


cc. LENGTH OF STAY IN 1b 
Sykesville rs. 6mos,. 20d 


c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 


Ss Cumberland 0) ] 02.2 


d. NAME OF HOSPITAL (if not in hospital, give street address) 
OR INSTITUTION 


Springfield State Hospital 


d. STREET ADORESS e. IS RESIDENCE 
: ‘ON A FARM? 
Baltimore Avenue 


|. NAME OF 
DECEASED 
{Type or print) 


Middle 


Joseph 


First 


Francis 


yes (] NO &) 
lost 4. DATE 


o Month Yeor 
Puhalla DEATH 


May 


S. SEX 6. COLOR OR RACE 


White 


7. MARRIED [[] NEVER MARRIED [] 
wipowep [] DIVORCED] 


Male 


Ooy 
28 19 61 
8. DATE OF BIRTH 


9. AGE (In years [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
November 13, 1909 


lost birthday) 
Pael 


Months] Doys | Hours] Min. 


f cetired) 
r Suis! Railroad- 


100. ara No og ea (Give kind of work me KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 


12. CITIZEN OF WHAT COUNTRY? 


Maryland Cumberland] U.S.A. 


13. FATHER'S NAME 


Joseph Puhalla 


14, MOTHER'S MAIDEN NAME 


Maud Reed Houseworth 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17. 


(Ves. no, of unknown) | GF yes, give war or dates of service) 


No ~ 21h~05~86L6 


INFORMANT Address 


Springfield Hospital Records 


18. CAUSE OF DEATH [Enter only one couse per line for (0). (b), and (c):) 


PART |. DEATH WAS CAUSED 8Y: 
IMMEDIATE CAUSE (0) 


GB 3 : DUE TO 


Conditians, if ony, which (0. 


INTERVAL BETWEEN 
ONSET AND DEATH 


gove rise to immediote 
couse (o}, stating the under. ( OVE TO 
lying couse lost. ee 


DISEASE CONDITION G| 


MEDICAL CERTIFICATION 


VEN IN PART 1(0)|19. WAS AUTOPSY 
ou PERFORMED? 


I. OTHER SIGNIFI DITIONS INTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMIN, 
or Giseasesor unknown or uncer cause 
ves] NOX] 


ve B, ‘i assoc. with’ oj 
DOrs @! SLOry O m2, £D ED ano 4 Ono m 


a ying 
Wo . ACCIDENT WAS_UNDERLYING [) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
OR CONTRIBUTING C] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, 
Hour a. m, 
p.m. 


21.1 certify that (I) (this hospital) attended the deceased from. November 8, 1957,.toMay 28, ..__. 19.611, that (I) (we) last 
saw the deceased olive on. May 28, __ 19.61, ond thot death occurred dil 5GPMrom the couses ond on the date stoted above. 


22. DATE 
- ; 
an kel & bs M.D. | PHYS. PINS. 


PHYS. X) 5/297 aL 
22d. ADDRESS 
Agustin delCampo, #D, Springfield Hospital, Sykesville ,Md. 
23q. BURIAL, CREMATION, | 23b. OATE THEREOF 


‘23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) 
MOVAL, (Specify) 
6-I-61 


uria Hillcrest Burial Park| Cumberland ,Md. 


Yeor | 20d. INJURY OCCURRED —[20e. PLACE OF INJURY {Home, form, | 20f. (City or town) 
While Not while factory, street, office bldg., etc.) ! 


19 lat work [[] ot work [J H 


(County) (Stote) 


ATTENDING. 


MED. 
DIRECTOR 


(Stote) 


‘24. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 2Se. REC'D BY REGISTRAR 2Sb, REGISTRAR'S SIGNATURE 


James F, Scarpelli Cumberland, Md. pare JUN 2 61 Clune Pais 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


0461 CERTIFICATE OF DEATH & 


Tl 


2 ets pee (Where deceased lived. If institution: Residence before odmi 
b. COUNTY 


1. PLACE OF DEATH 
I) 6. COUNTY 


4) x DUE TO 
Conditions, if gba nterabad OnTinsinaeleneats 


~ ge 
& 3 S 
oS 
2 £3 MARYLAND 
32 Carroll 
£ Be b. CITY OR TOWN [If outside corporote limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (IF outside corporate limits, write RURAL ond give nearest town) 
sa 
gS RURAL and give nearest tawn) 
oe ge Middieburg 3_weeks .. Taneytown 
= 22 6) d. NAME OF HOSPITAL (If not in hospital, give street address) d. STREET ADDRESS . IS RESIDENCE 
Soe eae OR INSTITUTION ON Go FARM? 
«> p yes (] No] 
y Brookfield ng Home J Route #in 
£ 8 3. NAME OF First Middle lost 4. Date Month Doy Year 
x on y 
ae ed atest) Abraham Taylor Reed pea May 19 
—£ >o 5. SEX 6. COLOR OR RACE |7. MARRIED [NEVER MARRIED [[] |B. DATE OF BIRTH AGE (In years (IF UNDER 1 YEAR] IF UNDER 24 HRS. 
eee Mel Whit MoGNED Tl pivorcep [ es Months] Days | Hours] Min. 
ra r. 
a os Male e August 13, 1880 ud 
$ § & 10a. USUAL OCCUPATION (Give kind af work dane] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or fareign country) 12. CITIZEN OF WHAT COUNTRY? 
8 893 during most of working life, even if retired) 
Bos Farmer- Retired Ow U.S.A, 
a. & 2 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
» 98 
g Se (1) Otty Reed Mary Anne Lester 
tee ee 15. WAS DECEASED EVER IN U. S. ARMED FORCES? 16. SOCIAL SECURITY NO. [17. INFORMANT Address 
= 6 § (Yes, no, oF unknown) IM yes, give wor or dates of tervice) 
« 28 no | 
o 3 18. CAUSE OF DEATH [Enter only one couse per line for (a), (b), and {c)-] INTERVAL BETWEEN 
A = ONSET ID DEATH 
PART |. DEATH WAS CAUSED BY: 
2 § _ IMMEDIATE CAUSE {0} 
ES = 
° 
= 
Z 
3 
vr 
bs 
3 
2 
© 
2 
= 


the State Board of Health priar to burial, cremotian, or removal, and in any event, within 72 hours after death. 


2 
2 
i) 
° 
£ 
3 
fz 
we gove rise to immediote 
Ae couse {a), stoting the under. ( UE _ c 
ee lying couse lost. e) 
Bee — 
285 FS Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO PERTH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)]19. WAS/AUTORSY 
S25 i= = 
£253 < (} 
age re BAA A gan 4944 = PANS BA yes [J NO 
Fie o fm, | = ] 200. ACCIDENT WAS UNDERLYING []__[20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port It of item 18.) 
peat e 3 | Qe ciHER, NOTIEY MEDICAL EXAMINER) 
Oa es v s 
25 55 & [2c TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) {County) (Stote) 
a 
=ove fay Hour 0. m. While Not while foctory, street, office bldg. etc.) | 
z3: ei = p.m. 19 lot work [J at work [) t 
ease j 3 ; 
z eae 21. | certify that (1) (tetschespitel) attended the deceased fram. Mon, 1959, to M4: 19.60 that } (we) last 
Zsey 
a S 3 saw the deceased alive on how, 211961, and that death accurred at //424M, fram the Causes and on the date stated abave. 
£=05 To. SIGNATURE oa 
zeR0C ATTENDING ; STAFF = 
aces (rath. mo. | PHYS. BtecorO Fs 3/z3/t 
O25r Tic. PHYSICIAN'S. ‘22d. ADDRESS 
ay: 2a NAME (8) 
i «es « Ambler eytown, Md. 
= a A —_ enon nee nese seen= 
ane Fo. BURIAL, CREMATION, | 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY Bd. LOCATION (City, town, or county) (tote) 
4 Pe) REMOVAL (Specify) i M 
g ig Of . = emete N snds J 
Ege £ Via 6 am ek mM Hl f 
272 Upineghor's SIGN SURE Af, ADDRESS 250. REC'D BY REGISTRAR | 25b. REGISTRAR'S SIGNATURE 
Biles 
VR ANS (4) xX - Y 61 an 
ney a & Son Taneytown, Maryland _|oar MAY 26 CLithun Lf Kinane 


MARYLAND STATE DEPARTMENT OF HEALTH 


ce L 63 DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 
4s 


CERTIFICATE OF DEATH ‘ 


. PLACE ie 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence befare admission) 


rector, 


Poges 1 ond 2 shauld be filed with 


a, COUN) MARYLAND a. STATE . COUNTY 


b. CITY OR TOWN (If autside corporate limits, write | c. LENGTH OF STAY IN Ib c. CITY OR TOWN (|If oyfSide corporote Yimits, write RURAL and give nearest town 
TURAL and give negrest town) “ Ae " 


ITAL (if nat if Hospital, give street address) r STREET ADDRESS ~~ e. 1S RESIDENCE 


OR we - th vi 4 veL) NOE 


|. NAME OF First Middle 
DECEASED 


(Type er print) Wf, 


5. SEX 6. COLOR OR RACE |7. MARRIED EVER MARRIED [] | B. DATE OF BIRTH 
5 Wipoweo [J Divorced [] 
10a. USUAL ‘ATION {Give kind af wark dane] 10b. KIND OF BUSINESS OR INDUSTRY | 11. aoe 12. CITIZEN OF WHAT COUNTRY? 


durjag most af working life, even if retired) 
od Le 


13. FATHER'S Ny 14. Sioa [AME Yr 


Ls Was) DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17. INFORMANT nye 


‘or pnknown) UF yas. give wor oF, service) P . 


19f CAUSE OF DEATH [Enter anly one cause per line far (a), (6), and (c}-] INTERVAL BETWEEN 
stl |. DEATH WAS CAUSED BY: CA. 


a 


eyrs after death. Page 4 
BY the funeral 


‘ 


=~ 


after death. 


IMMEDIATE CAUSE (a) 


iA | DUE TO é f 
Canditions, if any, which ¥ 


Then please remove carban papers. 


(AnD 


gove rise ta immediate 
cause (a), stating the under- 
lying cause last. @ 
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12. CITIZEN OF WHAT COUNTRY? 
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PART I. DEATH WAS CAUSED BY: 9 2 . 
IMMEDIATE CAUSE (a). 
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1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institutian: Residence befare admission} 
@. COUNTY a. STATE b. COUNTY @ 


Carroll RE, Maryland Baltimore City 


b. CITY OR TOWN (if autside carporate limits, write iF LENGTH OF STAY IN tb ¢. CITY OR TOWN (If autside carporate limits, write RURAL ond give negrest town) 
> a 


RURAL ond give neorest lawn) ‘ } 
Sykesville 6 yrs.8mos,25ilays Baltimore = t 4 


d. NAME OF HOSPITAL (tf nat in haspital, give street address) d, STREET ADDRESS 2. 15 RESIDENCE 
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CERTIFICATE OF DEATH vo459 
2. USUAL RESIDENCE (Where deceosed lived. if inslitution: Residence before admission) al 


e Maryland "SY  Balto.City 


¢. LENGTH OF STAY IN Ib c. CITY OR TOWN [If outside corporote limits, write RURAL ond give nearest town 
RURAL ond give nearest town) 


Sykesville shat titute Sea s Baltimore SVa)- 


d. NAME OF HOSPITAL (If not in hospital, give street address) d. STREET ADDRESS e. IS RI 
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OR INSTITUTION 
Springfield State Hospital Unknown 
4. DATE 
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5. SEX 6. COLOR OR RACE |7. MARRIED L] NEVER MARRIED [| © DATE OF BIRTH 
‘ I Female White wivowep [ pivorceo [) 1901 


Yseu#’]10c. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 
during most of working life, even if retired) 


Poges 1 e 2 should b 


12. CITIZEN OF WHAT COUNTRY? 


U.S.A. 


Factory worke 


Maryland 


13. FATHER'S NAME 


Israel Small 


14, MOTHER'S MAIDEN NAME 


Sarah Miller 


1S. WAS DECEASEDEVER IN U. S. ARMED FORCES? 


[Yfes, 90, oF unknown) (IF yes, give war or dates of service) 
No | 
18. CAUSE OF DEATH [Enter only one couse per line for (o), {b), ond {c)-] 


PART |. DEATH WAS CAUSED BY: . 
IMMEDIATE cause o)__ Metastatic carcinoma 


1g ed DUE TO 


Conditions, if ony, which 
gove rise to immediote 
couse {0}, stoting the under- 


lying couse lost. 
ie UL. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING,TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{o) 
Manic depressive reaction, ee 


200. ACCIDENT WAS UNDERLYING [) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of iter 1B.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, form, ; 20f. (City or town) 
Hour 0. m. Whi Not wl foctory, street, office bldg., etc.) | 
p.m. 9 ot work [] ot work [] t 


21.1 certify that (1) (this be attended the deceased from March -7.,, ___ 19,55 to May 32, ___ WL, thot (l) (we) last 
saw the deceased alive an=-8Y_ 2D . 1961 and that death accurred Pho RM trom the causes and an the date stated abave. 


o 7 22b, DATE 
ie omg Leh Cever D 


0 HAE os 5/31/68 
‘22d. ADDRESS 
Agustin delCampo, ™.D. Springfield Hospital, Sykesville,Md. 
23a, BURIAL, CREMATION, | 23b. DATE ZHEREOF 


7 23c. NAME-DJy CEMETERY DRCREATORY 23d. LOCATION (Ci 
REMOVAL (Specify) ,, y; : 


at Chilled Ze Yok Ui fis L4pob- MMA? 
x y PARECTOR'S SIGNATURE 

A AY : 

yy LOL awseites be 


ADDRESS. . N 250. REC'D BY REGISTRAR 25Sb, REGISTRAR'S SIGNATURE 
00 fecal Brinn, VE DATELUN 5 61 Cntbun S£ aa 


16. SOCIAL SECURITY NO. | 17. INFORMANT 


Springfield Hospital Records. 


Address 


INTERVAL BETWEEN 
ONSET AND DEATH 


Months 


Then please remave carban papers. 


{bL 
DUE TO 


{e} 


transit permit. 


19. WAS AUTOPSY 
PERFORMED? 


yes] NO 


(County) {Stote) 


MEDICAL CERTIFICATION 


220. SIGNATURE 
ATTENDING MED. 
). | PHYS. DIRECTOR 


DIRECTOR: After this certificate has been signed by the attending physician and completely filled 


ined by the haspital or ottending physician. 


if 


poge 3 sh&uld be detached for use a: 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
5469 MEDICAL EXAMINER’S CERTIFICATE OF DEATH rep. 00. nt 4G () 


}, PLACE OF DEATH 2, USUAL RESIDENCE (Where decemed lived. If institution: Residence before edmission) 


a. COUNTY CARS CL y. 9. STATE 


b. ay OR own were corporote limits, write RURAL ¢, LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporate limits, write RURAL wa give nearest town) 
fond give ngorea! low 


WEW WINDS oR YERRS W_WiNDSoR 
d. NAME OF HOSPITAL OR INSTITUTION [If not in hospitol, give street address) d, STREET ADDRESS . Te 
REDERICK pape LREDER fo Ad _ wt mal 


3. NAME Nee or First Middle 


pe rn SALLE S/ LD /o_% wy / 
6 fi ‘OR RACE |7. MARRIED [1] NEVER MARRIED [[]] 6. DATE OF BIRTH OE ak ig IST SRC Ne 
wows eronel [Pl 19- [88 [fee | | 


Wo. wt OCCUPATION (Give Ww of work done! 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


during most of working fife, even if retired) 
 EBRAEL FARMER MER YLAW D RW 2 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
TERR S, yy SRPLLIE  SHVE 


Ve SL? get ge Bie Bes «Blas dceelg 16, SOCIAL SECURITY NO. 117. INFORMANT Address 
No _| 290-28 3394 EDN SM(TH  WEW WHOS 6 ML 


18. CAUSE OF DEATH [Enter only one couse per line fog{o), (b). and (c}. ] INTERVAL BETWEEN 
PART , DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE {o) 

] x DUE TO 
Conditions, if ony, which i) 
gove to immediate cours 
{a}, stoting the undertying( DUE TO 
cause fast. ‘=i a8 os (, 


PART If. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINALDISEASE CONDITION GIVEN IN PART I(o)/ 19. Maeaeien 


yes] No 


ol 


Page 4 should be 


ector. 


delay is necessary, pleose exe 


: 3 


h form PM3. Page 5 may be retained for ya 


DIRECTOR: Poge 3 should be used os a burial-tronsit permit. 


If ony 


ond 3 to the funero’ 


te 


File pages 1 and 2 with the registra? prior ta burial, crematian, 


7; 


\tem 18. Give Pages 1, 2, 


20a. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port tor Port Il of item 1B.) 
PRIMARY [J or CONTRIBUTING [) 
CAUSE OF DEATH. 


0c. TIME CF INJURY Month, Day, Yeor [20d. INJURY OCCURRED |20e. PLACE OF INJURY ie ae | T20F, (City or town) (County) {Stote) 


Hour 9. m, While Not while foctory, street, offices 
p.m. ’ ot work [] at work [J ' 


21. I certify thot I took chorge of the remoins described obove, held on Autopsy [_], Inspection qf; Inquiry [_], ond find that 
death resulted We : Paes couses [/) Accident [], Suicide [J, Homicide [1], Undetermined couse [7]. 

¢" * 
g 


ACTUAL > 
NA CLE Cte yr FEE AD Ap, CHIEF MEDICAL EXAMINER [[] 


A ASSISTANT MEDICAL EXAMINER (C] te} G/ 
ee V_SPAUHED ER We CH ALA, < DEPUTY MEDICAL EXAMINER [539 
(ON, |2ab. DATE A Taereor qistiee Zid. LOCATION (City, town, or county) {Stote) 
7, /\WESTAILD WesTMiysTE Md _ 


ADDRESS ‘24a. REC'D BY REGISTRAR | 24, REGISTRAR'S SIGNATURE 


oatAY 1 661 Q 4 


MEDICAL CERTIFICATION 


DATE SIGNED 


cute the certificate, writing the ward “‘pend 
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MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


5478 CERTIFICATE OF DEATH 


vo4bi 


1, PLACE OF DEATH 
. COUNTY 


MARYLAND 


2, USUAL RESIDENCE (Where deceased lived, 


If institution: Residence before admission) 


b. COUNTY 


y the funerol director, 


rs ofter death. Poge 4 
Pages } ond 2 should be filed wifl 


Carroll 


* Maryland 


b. CITY OR TOWN (If outside corporote limits, write 
bee ond give negres! town) 


Sykesville 


c. LENGTH OF STAY IN Ib 


hyr.lmo.9days 


¢. CITY OR TOWN (If outside corporote limits, write RURAL o1 


Baltimore (18) 


d. NAME OF HOSPITAL (If not in hospitol, give street oddress) 


d. STREET ADDRESS 


nd give nearest town) 
> J j- 


= 
e. 1S RESIDENCE 
ON 


i OR INSTITUTION, A FARM? 
Ba PRINGFIBLD STATE HOSPITAL 2734 St. Paul Street yes (1) No &] 
ES 3 ateson First Middle Lost 4. Ld Month Day Yeor 
(Type or print} Harriet Rogers SMITH DEATH MAY 26 9 61 
8, SEX 6. COLOR OR RACE 7. MARRIED [] NEVER MARRIED [-] | 8. DATE OF BIRTH 9. AGE (In son TF UNDER 1 YEAR] IF UNDER 24 HRS. 
4 enienieaay a | Meeth nce 
Female White WIDOWED pivorceo] | 9-23-67 Be a |e) Oe. | Hours] ete 
10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country} 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 
Housewife Maryland U.S.A. 


Then pleose remave corban popers. 


tronsit permit. 


the State Board of Health prior to buriol, cremotion, or removal, ond in ony event, within 72 hours ofter death. 


RECTOR: After this certificate has been signed by the attending physicion and completely fi 


JOSPITAL OR ATTENDING PHYSICIAN: The law requires that the deoth certificate be executed within 24 


13. FATHER'S NAME 


William J. Lambdin 


14, MOTHER'S MAIDEN NAME 


Elizabeth Marshall 


(Yes, no, oF unknown) {IF yes, give war or dates of service) 


1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. 


17. INFORMANT Address 


couse (0), stoting the under: 


lying couse lost. © 


No paas a Hospital Records 

1B. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (e).] INTERVAL BETWEEN, 
,_, PARTI. DEATH MeSiate Cause fo. _Arteriosclerotic heart disease Years 

wy . DUE TO | 

Conditions, if ony, which Coronary arteriosclerosis Years 

gove tite 10 immediate ( 1 


22c. PHYSICIAN'S 
NAME (Type) 


22d. ADDRESS 


‘3 

° 

& 4 Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART 1(0)|19. WAS AUTOPSY 
z ce} 

car als Shro brain yp drome, a ssocig ted ,with ist: prbance 2: ,metabolism, growth) sig Noo 
P52 = Wo. ACCIDENT WAS UNDERLYING £3 20, DESCRIBE HOW INJURY OCCURRED. fenter noture a Pinty tn Port ar Port let Hers By 

So 0 & | OR CONTRIBUTING L] CAUSE OF DEATH 

Pees & | (UF EITHER, NOTIFY MEDICAL EXAMINER) 

bogs & ]20c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, form, | 20f. (City or town} (County) (Stote) 
5% Se 3 CUP oni: While NBt while foctory, street, office bldg., etc.) } 

3° = p.m. ha ot work [[] of work [] i 

= ° = 

Ey = 21.1 certify that (I) (this Bit attended the deceased from APLLL_ R72, 1267, to__May 26 _ = 19.61. that (I) (we) last 
£33 

Bis © saw the deceased alive an__. 25..-.1961. , and that death occurred oil 25) , fram the causes and an the date stated abave. 
£63 220. SIGNATURE 22b. DATE 
yeas ATTENDING MED. STAFF SIBMED 
2 3 Fes Os M.D. | PHYS. __ikector pHs. OF 5-26-8F 
oe) 


: JB 2 a en eee Sykesville, Maryland 
= ; BURIAL, CREMATION, [2a, DATE THEREOF Be. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) (Stpte) 
2 Be $ REMOV: 3 Fo- ‘ / Reema Joc Fs 
& , 
eae 24, FUNERAL DIRECTOR'S SIGNATURE ee | j Z REC'D BY REGISTRAR | 25b, REGISTRAR’S SIGNATURE 
VR AIS (4 FH. - 2) 6A Cable f aaa, 
TBM 9759) : se ey a ra pare SUN - 
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ined by the hospital ar attending physician. 


| 


ate has been signed by the attending physician and campletely 


page 3 sttauld be detached far use as the buri 


the State Board of Health prior to burial, 
“es 


ly the funeral directar, 


Pages 1 and 2 shauld be fi 


|, and in ony event, within 72 hours after death 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 
CERTIFICATE OF DEATH 54 62 


1 ie see tela oh 2. USUAL RESIDENCE (Where deceased lived. If institutian: Residence befare admissian) 
a. 


ery: > COUNTY Caproll 


Carroll. manyann Maryland 
b. CITY OR TOWN (If outside corporate limits, write |. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporate limits, write RURAL and give neorest tawn) 
RURAL and give negrest tawn) ‘ 


rural=- ykesville 2 yre6 mo ||Xrural-- Sykesville 


d. NAME OF HOSPITAL (If nat in haspital, give street address) d. STREET ADDRESS e. 1S RESIDENCE 
‘OR INSTITUTION ON A FARM? 


Obrecht Roa d 


). NAME OF First Middle Lost 4. DATE Month 
DECEASED OF 


{Type ar print) MINNIE is SMITH DEATH 


S. SEX 6, COLOR OR RACE | 7. MARRIED [Xf NEVER MARRIED oO B. DATE OF BIRTH 9. AGE (In years 


female [white —|woowe ooo | _Apra] 25,1893 | ” 687 


100. USUAL OCCUPATION (Give kind af wark dane|10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State ar fareign country) 12. CITIZEN OF WHAT COUNTRY? 
during mast of warking life, even if retired) 


housewife home: Maryland U. 8S. 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


Charles Edward Hal? Enna E. Smith 


VS. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17. INFORMANT Address 


(es, na, oF unknown} | {It yes, give wor or dates of service) 


--- none Charles Edwa@d Smith, same as # 2 


1B. CAUSE OF DEATH [Enter anly ane cause per line far (a), (b}, and (<).] INTERVAL BETWEEN 


Per ON mete CAG io) _ GENERAL CARCINOMATOSIS about 3 moss 
| LA DUE TO 
Conditions, if any, which w CARCINOMA OF STOMACH, TYPE 
gave rise ta immediate 
cause (a), stating the under ( DUE TO 
lying cause last. fe) 


Part Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{a) }19.. eae 


yes [] No §_ 


Then please remave carbon papers. 


transit permit. 


, cremation, or remaval, 


O 


OR CONTRIBUTING C] CAUSE OF DEATH 


200. ACCIDENT WAS UNDERLYING 1) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | ar Part Il af item 1B.) 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED 206. PLACE OF INJURY [Hame, farm, 1 20F. (City ar tawn) (County) (State) 
Hour a. m. While Nat while factory, street, affice bldg., etc.) ! 
jat wark ["] at wark H 


MEDICAL CERTIFICATION, 


Ta. SIGNATURE 3 ' 22b.0ATE 
f moje NS og BiRcror ONS 5/8/61 
2c. eee ; ‘22d. ADDRESS 
ype! 2 
vin, H. Lawson, dre, M.D. 2 Sykesville-2, Maryland __ 


23a. BURIAL, ree 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, tawn, or caunty) (State) 
REMOVAL 


5-10-1961 Poplar Springs Co*5 Maryland __ 
24, FUNERAL DIRECTOR'S SIGNATURE ADDRE:! 25a. REC'D BY REGISTRAR Wb. REGISTRAR'S SIGNATURE 


C. M. Waltz, Winfield, Mde omAY 11 '64 Onkbua £ faa 


MARYLAND STATE DEPARTMENT OF HEALTH 


— 


5 4 Fi a DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 

eae CERTIFICATE OF DEATH v5463 
>\/ 1. PLACE OF DE. 2. USUAL RESIDENCE (Where oa lived. If institution: Residence before admission) 

i 0. COUNTY ‘“ reper YU. MARYLAND b. COUNTY 2 sa 


b. CITY OR TOWN {If outside corporote limits, write | c. LENGTH OF STAY IN 1b c. CITY,OR TOWN Af outside pil limits, write RURAL ond give nearest town) 
RURAL ond give neorest town) pt 5 


’ 
Ai fissile, SE EAD tfe2 nn [ea be 
@. ORINSTT OF one (If not in hospital, give street oddress) d. STREET e. pause 
assels title, VE, Pouckiile ave) | tw 


3. NAME First Middle Lost 4. DATE Month Day Yeor 
DECEASED —_ 
(Type or print) é ti. 7) DEATH _l2 in 19G/ 
5, SEX z 6. COLOR OR RACE |7. MARRIED J NEVER MARRIED (_] ‘S DATE OF 8) eorg [IF UNDER 1 YEAR| IF UNDER 24 HRS. 


v “Tost Ui ee, Months] D H Min. 
fe lif fi Wh 4/ A_jwioowed C] bivorced [J EF LI0L ve anes : 


BO 
10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR me 1. BIRTHPLACE aa of foreign tg 
dusjng,most of working life, eyen if retired) 


12. CITIZEN OF WHAT COUNTRY? 
W; 
use be) feo fto We | ere. Lary La VIS 
13. FATHER'S NAME 14, MOTHER'S MAIDEN, ae 


/ sau /7. Fa uchraw | Grands aaah Cur errs 


15. WAS DECEASED EVER IN U. S. ARMED if SOCIAL SECURITY NO. oe INFORMANT Address 


Fes. no, 0 unkageen) oe Nb we Georg ve ce SH pple / Ja wyos trap Hd. 
1B, CAUSE OF DEATH [Enter only one couse pesirefor (0), (b), ond Con Ras BETWEEN 
TART EAT NAS SB enol bel trod Ee Josre <= 
J } xX DUE TO 7 i FS L, — 
conbiiters, Ait & ony, which reel tLe ys FCN See cd LIMO 


gove rise to immediote 


y the funerol director, 


4 


4 hours after death. Poge 4 
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d by the ottending physicion and camplet 
Then pleose remove corbon popers. 


ry aie Bed (22, "aed feaD pry ard. 


4 


ee 


ag 
BES 
be 5 couse (0), stoting the under. ( DUE TO : 2? 
ne lying couse lost. © hie cer. : 
28eed Tn 
285 3 Part il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o)| 19. WAS AUTOPSY 
SROs 6 = 
ipa = z — yes [J NOTH. 
ot ag © [200. ACCIDENT WAS UNDERLYING“fI> | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port 1 or Port I of item 18.) 
2a = ( 
ete. 8. & | OR CONTRIBUTING-EHCAUSE OF DEATH ae 
Sef— & | (IF EITHER, NOTIFY MEDICAL EXAMINER} es 
ee 8 2 
ie aah 5 & |20c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED =| 20e. PLACE OF INJURY (Home, form, 1 20F. (City or town) (County) (Stote) 
Syn eal 5 Hour _o. m. While Notiwhile: foctory, street, office bidg., a) ' 
sie = p.m. mee fot work at work LE] — — — —— 
orbs 
SEt 5 21.1 certify-that (I) (thie-hespial) attended the deceased from Porch F _ -. wLtAy LT, 19.4. 4 that (I !) (we) last 
Z3 
= «i B= sow the Mecepsed olive on LAY. Lt, 9. *, and thot death occurred ot M, from the causes and on the dote stated obove. 
=O52 20. SIGN 226. DATE 
Lies ATTENDING MED. STAFF RED 
yu gs M.D.| PHYS. pirecror CL) PHYS. (] 
of 0:2 
2O2 5 
eaa8 
eel 
mo 
2a 
af 


cE ” CREMATION, | 2b. DATE THEREOF o/\ he NAME OF CEMETERY OR CREMATORY 23d. i 
BVAL (Specify 
(3 ete Of rector 


RA eas A IG) ADD, Laan 250. REC'D BY REGISTRAI 
AB hAle thay Hail pilerel Vid parHAY 1 7 '64 


) pt 


‘25b/ REGISTRARS SIGNATURE 


Chan f Koc 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the deoth certificote be executed within 2 


ae 
ns 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 haurs after death. Page 4 


4 


Pages 1 and 2 shauld be filed with 


ond 


by the funeral directar, 


Then please remave corban papers. 


|, crematian, ar remaval, and in any event within 72 haurs ofter death. 


DIRECTOR: After this certificate has been signed by the attending physician and completely fille 


ined by the haspital ar attending physician. 
ld be detached far use as the burial-transit permit. 


= 


the regisfrar prior ta burial, 


may bez 
page 3 


TO Fu 


VS A1S (4) 
15M 9/58 


S) wir 


a 


xe 


5. SEX 6 mo OR RACE | 7. MARRIED [Sf NEVER MARRIED [_] } B. DATE OF BIRTH 


Be 


1s. 


os 


10a. USUAL le ak ae 


(Yes. Ww or ao Ut yes, give wor or dates of vervice} 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
5475 CERTIFICATE OF DEATH matbaine 20 5 464 


PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmission) 


2COUNY CPR Role MARYLAND iw pVLAND BONY CA ARGLL 


fj 
¢. CITY OR TOWN {If outside carporate limits, write RURAL and give nearest tawn) 


A WE Srmin STER Ru RAL 


b. CITY OR TOWN (If autside corporate limits, write | ¢. LENGTH OF STAY IN Ib 
RURAL ond give nearest oe P N 
VRAL Ke EARS 


ad. ba (If.ngt in hospitol, give street address) 5 STREET “er RESS e. Fa Sac? 
om, 172 Ro RG xX. 172 yes []_ NO F 
. NAME OF First Middle 4. DATE Manft Doy ‘Sy Yeor 
DECEASED OF 
(Type or print) MAR VE UPTAN STO NE R DEATH wh] 


AGE (In years |IF UNDER 1 YEAR| IF UNDER 24 Has: 


©@._|wivowen [] DIVORCED []) OVEM &g E R t gk em Months] “Days 


pe OCCUPATION (Gi i iA Mupche cou BIRTHPLACE wrigs foreign country) 12. CITIZEN OF WHAT COUNTRY? 
OLCCW EWN IAN MEDICAL ScWsul Wien ERIDCE mpeviayp United STAIB 


FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


uPpTtcoN kL. STONER MBREARET PERRY 
WAS DECEASEDEVER IN U. S. ARMED FORCES? ‘lerancy ie Sto WER Roore FF a sais 


MEDICAL CERTIFICATION 


ri CAUSE OF DEATH [Enter anly one cause per 4 tor (0), (b), ond (€)-] none BETWEEN 


raat oar nas se, MVY6e ORDbL INFARCTION ne Ay 
ni oe MRTER 10 $2 LEROSIS CAR DI OVAS 


Conditions, if ony, which ty 
gove rise to immediate 

cotse (o), stating the under. (OVE TO 
lying couse lost. ( 


Patt WW. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN tN PART I(a}|19. WAS AUTOPSY 


PERFORMED? 
yves(] Not) 
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